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Abstract 
 
  An increasing amount of psychological research focuses on the possibility of 
trauma survivors experiencing psychological growth from their struggle with the 
aftermath of trauma. However, little is known about the processes and concomitants of 
this growth. Therefore, there is a need to clarify variables related to posttraumatic growth. 
This study aimed to investigate the role of age at the time of trauma, gender, guilt and 
shame-proneness, world assumptions, and coping strategies in posttraumatic growth. It 
was expected that the shame and guilt-proneness, world assumptions and coping 
strategies would predict posttraumatic growth over and above the effects of posttraumatic 
stress symptoms, age at the time of trauma and gender. Participants consisted of 94 male 
and 109 female former Bosnian refugees, over the age of 18, who had resettled in 
Australia following the outbreak of war in Bosnia. Participants completed a questionnaire 
package which included translated versions of a basic demographic questionnaire, the 
Direct and Indirect War Experiences Scales, the Posttraumatic Stress Diagnostic Scale, 
the Posttraumatic Growth Inventory, the Test of Self-Conscious Affect 3, the World 
Assumptions Scale and the COPE Scale.  
  The results indicated that the female participants reported more posttraumatic 
growth than male participants. In addition, in the present study, age at the time of trauma 
had a strong relationship to posttraumatic growth with younger participants experiencing 
more posttraumatic growth than older participants. Lastly, the results showed that guilt-
proneness, world assumptions and active coping strategies significantly predicted 
posttraumatic growth over and above the effects of posttraumatic stress symptoms, age at 
the time of trauma and gender. Shame-proneness did not make a unique contribution to 
posttraumatic growth. The strengths and limitations, as well as, the future directions are 
discussed.  This is the first study to investigate the relationship of guilt-proneness and 
shame-proneness with posttraumatic growth and is likely to provide valuable information 
for the assessment and treatment of those affected by traumatic experiences.  
v 
 
Table of Content 
 
Statement of Authorship.....................................................................................................................  ii 
Acknowledgements.............................................................................................................................  iii 
Abstract...............................................................................................................................................  iv 
Table of Content................................................................................................................................... v 
List of Tables .......................................................................................................................................  x 
List of Figures..................................................................................................................... .................. xi 
List of Appendices..............................................................................................................................  xii 
Introduction.........................................................................................................................................   1  
Social-Cognitive Theories of Trauma and Growth..........................................................................   4 
 Stress response theory................................................................................................................ 5 
World assumptions theory........................................................................................................   7 
Cognitive model of posttraumatic stress ................................................................................. 13 
Functional-descriptive model of growth.................................................................................  15 
Organismic valuing theory of growth....................................................................................   17 
 Theory of Coping............................................................................................................................. 20 
War-Related Trauma.....................................................................................................................   25 
Context of the Bosnian war...................................................................................................   25 
Effects on individuals............................................................................................................   27 
Resettlement and refugee experiences...................................................................................   28 
Symptomatology observed in war related trauma survivors.................................................   30 
Posttraumatic Stress Disorder...................................................................................   31 
Posttraumatic Growth...................................................................................................................  37 
Definition and domains of posttraumatic growth..................................................................   37 
Research with posttraumatic growth......................................................................................   41 
Shame-Proneness and Guilt-Proneness........................................................................................   51 
Definition of shame and guilt-proneness...............................................................................   51 
vi 
 
Relationship between shame and guilt-proneness and posttraumatic stress disorder............   55 
Shame and guilt-proneness in posttraumatic growth.............................................................   60 
World Assumptions......................................................................................................................   62 
Posttraumatic stress disorder and world assumptions............................................................   62  
Posttraumatic growth and world assumptions......................................................................    64 
Coping Strategies.........................................................................................................................    69 
Relationship with posttraumatic stress disorder...................................................................    69 
Relationship between coping strategies and posttraumatic growth......................................    73 
Aims of the Study.........................................................................................................................   77 
Summary and aims of the current study................................................................................   77 
Hypotheses..............................................................................................................................  80 
Hypothesis one............................................................................................................ 80 
Hypothesis two........................................................................................................... 81 
Hypothesis three......................................................................................................... 81 
Hypothesis four........................................................................................................... 81 
Hypothesis five............................................................................................................ 81 
Hypothesis six............................................................................................................. 82 
Hypothesis seven......................................................................................................... 82 
Hypothesis eight.......................................................................................................... 82 
Hypothesis nine........................................................................................................... 83 
Hypothesis ten............................................................................................................ 83 
Hypothesis eleven....................................................................................................... 83 
Hypothesis twelve....................................................................................................... 83 
Hypothesis thirteen...................................................................................................... 84 
Hypothesis fourteen..................................................................................................... 84  
Method...............................................................................................................................................   85 
  Participants...................................................................................................................................  85 
  Materials.......................................................................................................................................  86 
vii 
 
 The Demographic Questionnaire............................................................................................  86 
The Posttraumatic Stress Diagnostic Scale.............................................................................. 87 
The War Experiences Scales..................................................................................................   88 
The Posttraumatic Growth Inventory.....................................................................................   89 
The World Assumption Scale.................................................................................................  90 
The Test of Self-Conscious Affect 3......................................................................................  90 
The COPE scale......................................................................................................................  91 
Translations..................................................................................................................................  92 
Procedure...........................................................................................................….......................  93 
Data Analysis and Screening........................................................................................................  94 
Results.................................................................................................................................................  97 
Preliminary Analyses...................................................................................................................  97 
 Factor analysis of World Assumptions Scale.........................................................................  97 
 Second-order factor analysis of COPE Scale.......................................................................... 99 
 Factor structure of Posttraumatic Growth Inventory............................................................. 100 
 Exposure to trauma and posttraumatic stress......................................................................... 102 
 Age and gender differences in posttraumatic stress symptomatology, shame and  
guilt-proneness, world assumptions, active and passive coping.............................................104 
Age differences in posttraumatic stress symptomatology.......................................  105 
 Gender differences in posttraumatic stress symptomatology..................................  107 
Age and gender differences in shame and guilt-proneness....................................... 107 
Age and gender differences in world assumptions.................................................... 107 
Age and gender differences in active and passive coping......................................... 108 
Hypothesis Testing...................................................................................................................... 108 
 Hypothesis one: Age differences in posttraumatic growth.................................................... 108 
 Hypothesis two: Gender differences in posttraumatic growth............................................... 111 
 Hypotheses three and four: Relationship between shame and guilt-proneness and 
posttraumatic stress................................................................................................................ 112 
viii 
 
Hypotheses five and six: Shame and guilt-proneness and posttraumatic growth.................. 112 
 Hypothesis seven: World assumptions and posttraumatic stress symptomatology............... 113 
 Hypothesis eight: World assumptions and posttraumatic growth.......................................... 114 
 Hypothesis nine and ten: Coping and posttraumatic stress symptomatology........................ 115  
 Hypothesis eleven and twelve: Coping and posttraumatic growth........................................ 115 
Hypothesis thirteen: The relationship between shame-proneness, guilt-proneness, world 
assumptions and PTSD symptomatology.............................................................................. 116 
Hypothesis fourteen: The relationship between shame-proneness, guilt-proneness, world 
assumptions, coping strategies and posttraumatic growth....................................................  120 
Discussion........................................................................................................................................... 124 
Discussion of Preliminary Findings............................................................................................ 124 
Factor analyses....................................................................................................................... 124 
General Discussion........................................................................................................................125 
Discussion of Findings in Relation to the Hypotheses of the Current Study.............................  129 
Hypothesis one....................................................................................................................... 129 
Hypothesis two...................................................................................................................... 131 
Hypothesis three.................................................................................................................... 132 
Hypothesis four...................................................................................................................... 132 
Hypothesis five...................................................................................................................... 133 
Hypothesis six.......................................................................................................................  134 
Hypothesis seven.................................................................................................................... 134 
Hypothesis eight..................................................................................................................... 135 
Hypotheses nine and ten......................................................................................................... 136 
Hypothesis eleven.................................................................................................................. 137 
Hypothesis twelve.................................................................................................................. 138 
Hypothesis thirteen................................................................................................................. 138 
Hypothesis fourteen..............................................................................................................  139 
Limitations of the Study.............................................................................................................  140 
ix 
 
Theoretical Implications of the Study......................................................................................... 145 
Future Directions........................................................................................................................  147 
Conclusion..................................................................................................................................  148 
References.......................................................................................................................................... 152 
Appendices........................................................................................................................................  178 
Appendix A. Plain Language Information Sheet Given to Participants (Bosnian and English 
Version)....................................................................................................................................... 178 
Appendix B. Resource Lists (Bosnian and English Version)..................................................... 183 
Appendix C. Ethics Approval From the University of Ballarat Human Research Ethics 
Committee…………………………………………………………………………….……….. 190 
Appendix D. English Version of all Questionnaires Used in the Study……...……………….. 192 
Appendix E. Bosnian Version of all Questionnaires Used in the Study..................................... 215 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
x 
 
List of Tables  
 
Table 1. Factor Loadings for World Assumption Scale.................................................................  98 
 
Table 2. Factor Loadings for COPE Strategies.............................................................................  100 
  
Table 3. Factor Loadings for Posttraumatic Growth Inventory....................................................  101 
 
Table 4. Means, Standard Deviations, F ratios, Effect Sizes and Significance Levels for  
Age Differences in Posttraumatic Stress Symptoms and Posttraumatic Growth.........................  109 
 
Table 5. Correlations Between Shame and Guilt-Proneness, Posttraumatic Stress and  
Posttraumatic Growth...................................................................................................................  113 
  
Table 6. Correlations Between World Assumptions, Posttraumatic Stress and Posttraumatic 
Growth..........................................................................................................................................  114 
 
Table 7. Correlations Between Active Coping, Passive Coping, Posttraumatic Growth  
Total Score and Posttraumatic Growth Domains.........................................................................  116 
 
Table 8. Hierarchical Regression of Age at the Time of Trauma, Posttraumatic Growth, Shame  
and Guilt-Proneness and World Assumptions on Posttraumatic Stress Symptoms Severity........ 119  
 
Table 9. Hierarchical Regression of Gender, Age at the Time of Trauma, Posttraumatic Stress 
Symptom Severity, Shame and Guilt-Proneness, World Assumptions and Active Coping on 
Posttraumatic Growth ................................................................................................................... 123 
 
 
xi 
 
List of Figures 
 
Figure 1. Age Differences in Total Number of Posttraumatic Stress Symptom Severity............  106 
 
Figure 2. Age Differences in Mean Posttraumatic Growth Scores...............................................  111 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
xii 
 
List of Appendices 
 
Appendix A.  
Plain Language Information sheet (English and Bosnian version).............................................. 179 
 
Appendix B. 
Resource Lists (English and Bosnian version)............................................................................. 184 
 
Appendix C. 
Ethics approval from the University of Ballarat Human Research Ethics Committee…...……. 191 
  
Appendix D. 
English version of all questionnaires used in the study................................................................ 193 
 
Appendix E. 
Bosnian version of all questionnaires used in the study............................................................... 216 
1 
 
 Research has consistently noted that the experience of war exposes people to 
prolonged and multiple traumas and could have devastating effects on the individual‟s 
psychological health (Mooren & Kleber, 2001).  Trauma refers to a disruptive negative 
event that causes at least temporary disturbances in psychological functioning including 
anxiety, depression, and other negative emotional states (Taylor & Armor, 1996). A large 
body of research has documented the adverse consequences of war-related trauma on 
survivors‟ mental health, including psychological distress, depression, and anxiety 
(Carballo et al., 2004; Carlson & Rosser-Hogan, 1994; Michultka, Blanchard & Kalous, 
1998). The war in Bosnia and Herzegovina in early 1990s is thought to have had a 
significant traumatic impact on civilians who were constantly exposed to life-threatening 
events and endured very harsh physical conditions (Mooren & Kleber, 2001). The crisis 
produced vast numbers of refugees who eventually scattered all over the world, including 
Australia. Australia has a significant yearly humanitarian intake of refugees of 13 000 a 
year (United Nation High Commissioner for Refugees Office for Australia, New Zealand, 
Papua New Guinea and the South Pacific, 2007). Since trauma has been identified as a 
significant factor in the refugee experience of war and resettlement, it is likely to have an 
impact on their adaptation to life in Australia (Lie, 2002). Therefore, investigating the 
effects of war on these individuals may have important implications for the professionals 
working with this traumatised population in Australia. Reports of the adverse impact of 
war on Bosnian citizens and refugees are documented in the psychological literature 
(Carballo et al., 2004; Mollica et al., 1999; Momartin, Silove, Manicavasagar & Steel, 
2002; Weine et al., 1995). Some findings have indicated that Bosnian refugees report 
significantly greater incidences of Posttraumatic Stress Disorder (PTSD) than that 
observed in Bosnian people who remained in Bosnia and Herzegovina (Begic & 
McDonald, 2006).  
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Along with PTSD and other psychological consequences of trauma, research has 
noted that a high proportion of traumatised individuals experience feelings of shame and 
guilt following a traumatic experience (Andrews, Brewin, Rose & Kirk, 2000; Kubany, 
Abueg, Kilauano, Manke, & Kaplan, 1997; Leskela, Dieperink & Thuras, 2002). The 
majority of the research indicates that shame-proneness is maladaptive in the aftermath of 
trauma and linked with more severe PTSD reactions (Leskela, et al., 2002; Wong & Cook, 
1992). On the other hand, the research investigating the role of guilt-proneness in PTSD is 
less consistent. Some studies indicated that guilt-proneness is maladaptive and linked with 
more severe PTSD, whereas other studies suggested that guilt-proneness could be adaptive 
in the aftermath of trauma and linked with less severe PTSD reactions (Leskela, et al., 
2002; Frazier, Conlon & Grasier, 2001). This study aimed to investigate the relationship 
between proneness to shame and guilt and PTSD symptomatology. 
It has also been suggested that traumatic experiences can produce a significant 
disruption in the individual‟s understanding of the world (Janoff-Bulman, 1992; McCann 
& Pearlman, 1992). According to Janoff-Bulman (1992), trauma can shatter one‟s 
assumptions about the world and self and the rebuilding of these assumptions is needed in 
order to successfully cope with trauma. In line with this argument, a number of researchers 
have indicated that the world assumptions of traumatised people seem to be more negative 
than in non-traumatised people (Magwaza, 1999, Mooren & Kleber, 2001). Some 
literature also points specifically to the disruption of world assumptions among Bosnian 
survivors of war (Mooren & Kleber, 2001). This study aimed to investigate the 
relationship between world assumptions and PTSD symptomatology in a sample of 
Bosnian refugees. 
However, examining only the negative consequences of trauma may lead to a 
biased view of trauma (Linley & Joseph, 2004). Increasingly, along with the well 
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documented negative consequences, researchers are focusing on the possibility of 
experiencing positive change through the struggle with the aftermath of trauma. This 
experience of positive change has been referred to as posttraumatic growth (PTG; Powell, 
Rosner, Butollo, Tedeschi & Calhoun, 2003; Tedeschi & Calhoun, 2004). While the 
theoretical underpinnings of posttraumatic growth have been outlined in the work by 
Tedeschi and Calhoun (2004) and the incidence of posttraumatic growth has been 
documented in various traumatised populations (Erbes et al., 2005; Manne et al., 2004; 
Powell et al., 2003), more work is needed to examine which variables are related to 
growth, or to clarify why some people experience growth and others do not.  
Whether shame-proneness and guilt-proneness can be implicated in the 
development of posttraumatic growth has not as yet been investigated. It may be possible 
that shame and guilt-proneness are important factors that hinder or assist the survivor in 
their ability to experience growth. Similarly, the research literature indicates that world 
assumptions are positively associated with posttraumatic growth (Carboon, Anderson, 
Pollard, Szer & Seymour, 2005). Hence, the rebuilding of world assumptions has been 
seen as an important therapeutic aim in treating the survivors of trauma (McCann & 
Pearlman, 1992). This study aimed to explore the link between shame and guilt-proneness, 
world assumptions and posttraumatic growth in the aftermath of war-related trauma. 
In addition, the research literature has linked survivors‟ coping strategies with 
posttraumatic growth. Although coping is traditionally conceptualised as a way of 
managing the adverse consequences of stress and trauma, coping is also embodied within 
the posttraumatic growth literature. In regards to coping strategies and posttraumatic 
growth, some strategies (e.g., seeking social support, problem-oriented coping) have been 
found to be positively associated with posttraumatic growth, whereas other strategies (e.g., 
behavioural disengagement, using drugs) have been found to be negatively associated with 
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growth (Aldwin, Sutton & Lachman, 1996; Collins, Taylor & Skokan, 1990; Folkman, 
1997; Koenig et al., 1998). 
Therefore, the aims of this study were to investigate the relationship between 
shame and guilt-proneness, world assumptions, coping strategies, PTSD symptomatology, 
and posttraumatic growth in a sample of refugees from Bosnia and Herzegovina. For 
reasons of clarity and simplicity, Bosnia and Herzegovina will be referred to as Bosnia in 
the rest of this paper. Also, when referring to the Bosnian people, it is defined as including 
all citizens of Bosnia prior to outbreak of war, regardless of their ethnic or religious 
belonging. The first section of this thesis will discuss the relevant social-cognitive theories 
of trauma, followed by the theoretical underpinnings and relevant research on 
posttraumatic growth. The next section will outline the context and the impact of the 
Bosnian war, followed by the description of the symptomatology observed in war-related 
traumatised individuals. The thesis will also provide a summary of the relevant literature 
on shame, guilt, world assumptions, and coping strategies and discuss the role each might 
play in posttraumatic stress and growth.  This will be followed by the discussion of the 
aims and hypotheses and the outline of the methodology for the present study. In addition, 
the summary of main results will be presented. Lastly, the implications, strengths and 
limitations of the present study will be discussed followed by the directions for future 
research. 
 
Social-Cognitive Theories of Trauma and Growth  
 The following section discusses most prominent social-cognitive theories of trauma 
and posttraumatic growth.  While it is recognised that some of these theories are 
predominantly theories of PTSD, they all speak of the positive adjustment following 
trauma and are very prominent in growth literature. Horowitz‟s (1982; 1986) stress 
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response theory was chosen as it was one of the first theories to recognise that trauma 
arises from the incongruence between previously held schemas and new trauma 
information and to speak about the human intristic drive to consolidate those 
inconsistencies. Janoff-Bulman‟s (1992) world assumption theory extends on this by 
identifying one‟s basic assumptions of the world and how they are shattered as a result of 
trauma. She also makes reference to the positive adaptation following trauma. Elhers and 
Clark‟s (2000) cognitive model of trauma is alos presented as it is one of the most 
comprehensive and empirically supported model of trauma. Ehlers and Clark (2000) 
proposed that trauma arises when the traumatic information produces a sense of threat and 
identified a variety of negative appraisals of trauma which might contribute to the 
persistent PTSD. Another contribution they make is their discussion about traumatic 
memory encoding and retrieval, its relationship with unwanted recollections and the 
importance of behavioiural strategies and cognitive styles in the maintenance of the 
disorder. This section also presents two of the most prominent models of posttraumatic 
growth, Tedeschi and Calhoun‟s (2004) functional-descriptive model of growth and 
Joseph and Linley‟s (2005) organismic valuing theory of growth. Both of these models 
integrate the information presented in the trauma theories and extend on it to include the 
possibility of experiencing growth. 
 
Stress response theory. One of the earliest theories of trauma was presented by 
Horowitz (1982; 1986). Horowitz‟s (1982; 1986) psychodynamically informed theory was 
based on the idea that individuals have mental models, or schemas, of the world and of 
themselves that they use to interpret incoming information. He also proposed that people 
have an intrinsic drive to make their mental models coherent with current information, 
which he referred to as the completion tendency. Horowitz (1982; 1986) argued that when 
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faced with trauma, people initially respond with an outcry at the realization of the trauma, 
as the traumatic event presented them with information that is incompatible with their 
existing schemas. This incongruity gives rise to a stress response that requires reappraisal 
and revision of the schema. Initially, people try to assimilate the new trauma information 
with prior knowledge. At this point, many people experience a period of information 
overload during which they are unable to match their thoughts and memories of the trauma 
with the way that they represented meaning before the trauma, which causes them to feel 
emotionally distressed. In response to this distress, psychological defense mechanisms are 
activated to avoid memories of the trauma and pace the extent to which it is recalled. For 
example, the individual may be in denial about the trauma, feel numb, or avoid reminders 
of it. If this inhibitory control is not strong enough, intrusive symptoms such as intrusions, 
nightmares and flashbacks are likely to emerge. These consciously experienced trauma 
memories provide the individual with an opportunity to try to reconcile them with 
pretrauma representations. The person fluctuates between the states of avoidance and 
intrusion until a relative equilibrium is reached, when the person is said to have worked 
through the experience. Failure to process the trauma information is proposed to lead to 
persistent posttraumatic reactions as the information remains in active memory and 
continues to intrude and be avoided. 
In summary, Horowitz draws the attention to the central role that memory plays in the 
development of posttraumatic stress reactions. According to Horowitz (1982; 1986) it is 
the completion tendency that maintains the trauma related information in the memory, 
causing it to intrude into consciousness in the forms of flashbacks, nightmares, and 
unwanted thoughts as traumatised people endeavor to merge the new information with 
pre-existing schemas of the self and the world. Importantly, the theory emphasizes that 
posttraumatic stress reactions are signs of incomplete processing and point toward an 
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intrinsic need to integrate trauma-related information regarding the event. It also clearly 
indicates the ways in which normal reactions to trauma can become chronic or 
pathological (Brewin, Dalgleish & Joseph, 2003). However, Horowitz‟s theory does not 
account for the difference between flashbacks and ordinary memories of trauma, 
individual variations in response to trauma and the role of social support and trauma cues 
in the aftermath of trauma (Brewin & Holmes, 2003). In addition, Horowitz pays little 
attention to the individual‟s attributions and interpretations of the traumatic experience and 
the effects these can have on the outcome of trauma processing (Brewin et al., 2003).  
 
World assumptions theory. One way of examining the impact of traumatic events 
on an individual is through the exploration of the cognitive changes that occur in the 
aftermath of trauma (Magwaza, 1999). A number of researchers and theorists have 
focused their attention on changes in people‟s basic assumptions about the world and 
themselves (Janoff-Bulman, 1992; McCann & Pearlman, 1992). World assumptions refer 
to a conceptual system that is developed over time, but mainly influenced by early life 
experiences, and which provides one with knowledge and expectations about the world 
and oneself (Janoff-Bulman, 1992). The world assumptions one holds are thought to 
influence one‟s thoughts and behaviours, and are generally unquestioned and 
unchallenged. New information is thought to fit into them through the process of 
assimilation and accommodation (Janoff-Bulman, 1992; McCann & Pearlman, 1992). In 
general, these schemas are thought to be resistant to change, and people tend to persevere 
in maintaining the existing schemas rather than developing new ones. Hence, there is a 
tendency to assimilate rather than accommodate new schemas (Janoff-Bulman, 1989).  
In people who did not experience significant trauma in their life, these world 
assumptions usually tend to be positively biased in a way that appears to promote mental 
   
8 
 
and physical health and positive social interactions (McCann & Pearlman, 1992). 
However, for people who have experienced trauma in their lives, the overwhelming nature 
and impact of a traumatic event cannot be easily integrated into existing beliefs.  
Traumatic events are thought to produce a significant disruption in the individual‟s 
understanding of the world and may challenge and shatter previously held world 
assumptions (Calhoun & Tedeschi, 1999; Janoff-Bulman, 1992). Janoff-Bulman (1992) 
proposed three basic assumptions that may be shattered following a traumatic experience. 
The first assumption, often challenged following a traumatic experience, includes the 
belief in the benevolence of the world and of people. The benevolence of the people refers 
to the belief that other people are generally kind, helpful, and caring. The benevolence of 
the world includes the belief that the world is a good place where misfortune does not 
occur frequently. This understatement of misfortune serves to protect individuals from the 
anxiety associated with the possibility that something bad could happen to them. The 
individual's sense of safety and security may be lost when this assumption is threatened 
and the survivor could experience fear and anxiety (Janoff-Bulman, 1992). When this 
happens through war trauma, the survivor may no longer feel safe in a world where bad 
things do happen, and may no longer believe in the benevolence of other people, as it was 
others who inflicted the trauma. In the case of the Bosnian people, the war has shown that 
a fellow citizen, a friend, or even a family member can inflict the most violent acts upon a 
person (Mooren & Kleber, 2005). Hence, their belief in the benevolence of other people 
and the world is likely to be affected. 
The second assumption that can be shattered following a traumatic event is the 
meaningfulness of the world and refers to an individual‟s beliefs about the distribution of 
good and bad outcomes (Janoff-Bulman, 1992). Janoff-Bulman theorised that individuals 
regard the world in accordance with the three principles of controllability, predictability, 
   
9 
 
and justice. The assumption of controllability involves the belief that people can control 
their world through their behaviour and as such, minimise their own vulnerability. 
Secondly, it is theorised that individuals believe that the world operates in accordance with 
the principle of justice and that people get what they deserve. Lastly, individuals are 
thought to believe that they can predict their destiny and that life events do not happen by 
chance or randomly (Janoff-Bulman, 1992). Following war related traumas, the 
assumption of meaningfulness is likely to be shattered as they can no longer rely on these 
principles. What happened to the Bosnian people during the war was not foreseeable and 
the outcome was beyond their power to prevent (Mooren & Kleber, 2005). Therefore, it 
seems likely that their belief in their ability to control and predict what happens to them 
and their belief in justice would be negatively affected following the exposure to war-
related trauma. 
The third assumption theorised is self-worth, which refers to the tendency to view 
oneself in a positive light. People with healthy self-esteem assume that they are good and 
worthy people who engage in appropriate and precautionary behaviour and do not deserve 
to be victimised (Janoff-Bulman, 1992). Following a traumatic experience an individual‟s 
self-worth might be undermined by feelings of helplessness, anxiety, and intrusive 
thoughts. The assumption of self-worth is also likely to be shattered following war-related 
trauma as the individual may no longer be able to view himself or herself as someone who 
is good and worthy, and the one who does not deserve to be victimised. Indeed, research 
has found that following war-related trauma, individuals show an increased tendency to 
demonstrate more negative views of themselves (Magwaza, 1999; Mooren & Kleber, 
2001).   
Therefore, according to this theoretical viewpoint, war-related trauma could result 
in the shattering of all three core assumptions about the world and self, which normally 
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allow one to operate with a relative sense of invulnerability and security. This shattering of 
an individual‟s assumptions is likely to result in a psychological crisis as prior 
assumptions seem to be inadequate in the light of new trauma information (Janoff-
Bulman, 1992; McCann & Pearlman, 1992). Indeed, the experience of trauma has been 
noted to lead to an increased realisation of personal vulnerability, either because the world 
or other people are not perceived as benevolent, the world is no longer seen as controllable 
or predictable, or because the self is not perceived as worthy or capable of protection 
(Janoff-Bulman, 1992; McCann & Pearlman, 1992).  
The support for this argument comes from research that indicates that the world 
assumptions of individuals who have experienced trauma appear to be more negative in 
comparison to those who have not experienced trauma (Janoff-Bulman, 1989, 1992; 
McCann & Pearlman, 1990, 1992). One study, with 338 undergraduate students, including 
83 trauma survivors and 255 students who have not experienced trauma, found that 
survivors of traumatic events did differ from controls in their assumptions about self 
worth, external versus internal causality of events, and the benevolence of the world 
(Janoff-Bulman, 1989). The study also demonstrated that the negative impact on basic 
assumptions was still apparent years after the trauma. Furthermore, Janoff-Bulman (1992) 
noted that differences between trauma survivors and individuals who did not experience 
trauma exist on all three dimensions of world assumptions. Although these world 
assumptions are independent of one another, Janoff-Bulman proposed that the breakdown 
of any single assumption could be sufficient to eliminate feelings of security and safety. 
Hence, it appears that the nature of one‟s world assumptions, that is the degree to which 
the impact of trauma disrupted the assumptions, has important implications for the 
survivor‟s ability to cope with the trauma.  
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According to this theoretical viewpoint, in order to recover from trauma, there is a 
need for traumatic events to be processed and integrated into the survivor‟s cognitive 
world. Hence, a traumatised individual needs to either, rework the new information so that 
it can fit within one‟s assumptive world and allow for old assumptions to be maintained, 
or revise old assumptions in order to prevent the breakdown of the entire assumptive 
world and allow one to perceive the world as less threatening.  This process is thought to 
require extensive mental rumination and cognitive processing as individuals attempt to 
make sense of their experience and re-establish their worldview (Janoff-Bulman, 1992). 
Janoff-Bulman has made reference to a number of coping strategies that enable survivors 
to resolve cognitive crises following trauma. These include denial, self-blame, recurrent 
intrusive thoughts, and positive reinterpretation. The denial and intrusive thoughts are 
thought to facilitate and regulate the cognitive integration process by maintaining stability 
and coherence during this process, whereas self-blame enables survivors to maintain their 
previously held assumptions without the need to make significant changes in their belief 
system. Janoff-Bulman also made reference to positive reinterpretation, including 
perception of gaining benefits from traumatic experience, increased self-knowledge, 
changed priorities and reappraisals of their life (Janoff-Bulman, 1989).  
 If this process of cognitive processing and restructuring is not successfully 
completed, disruptive symptoms are thought to continue (Janoff-Bulman, 1989). 
Nevertheless, according to Janoff-Bulman, survivors of trauma are intrinsically motivated 
to make sense of, and find meaning, in their experiences in order to live more meaningful 
lives (Janoff-Bulman & Frantz, 1997). Hence, many trauma survivors eventually seem to 
integrate the traumatic experience into a modified representational system that 
incorporates information about the trauma and helps guide future interactions (Janoff-
Bulman, 1992). Individuals seem to develop new assumptions about the self, the world 
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and the future and tend to use new strategies to cope with an altered life situation 
(Kesimci, Goral & Gencoz, 2005). In the literature, the rebuilding of assumptions and the 
perception of positive change following the struggle with trauma has been known as 
posttraumatic growth (Tedeschi & Calhoun, 1995). 
In summary, Janoff-Bulman‟s theory largely focused on the nature of the pre-
existing schemas of the world and self that are challenged in the aftermath of trauma. She 
argued that PTSD results from the shattering of these basic schemas about the world and 
self leading to the more negative view of self, increased sense of personal vulnerability 
and the perceptions of the world as less meaningful or comprehensible. Most importantly, 
the theory described how the trauma related information is incongruent with the usual 
schemas and assumptions about the world that people posses. In addition, it identifies 
common themes in schema change, specifies the role of the person‟s social and 
interpersonal context in facilitating or blocking this process, and emphasizes the 
possibility of positive reframing of the trauma and of posttraumatic growth (Brewin & 
Holmes, 2003). However, the theory made little attempt to explain how such schemas are 
represented and what processes are involved when they are shattered (Brewin et al., 2003). 
The theory posits that people with most positive world assumptions should be the ones 
most affected by trauma. This is in contradiction to some research that indicates that the 
experience of previous trauma is the major risk factor for development of PTSD (Brewin 
et al., 2000). The theory also does not account for people who, perhaps due to their 
premorbid psychiatric history, already have negative perceptions of personal vulnerability 
and negative views of themselves and whose assumptions are likely to be confirmed rather 
than shattered by the traumatic experience (Brewin et al., 2003). 
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Cognitive model of posttraumatic stress. Ehlers and Clark‟s (2000) cognitive 
model provides what is currently one of the most detailed accounts of the maintenance and 
treatment of PTSD. In their attempt to formulate PTSD from a cognitive perspective, 
Ehlers and Clark (2000) drew attention to the paradox in PTSD whereby sufferers feel 
anxious about the future, even though the trauma lies in the past. They proposed that 
pathological responses to trauma arise when individuals process the traumatic information 
in a way that produces a sense of current threat, either an external threat to safety or an 
internal threat to the self and the future. The two major mechanisms that produce this 
effect involve negative appraisals of the trauma or its sequelae and the nature of the 
trauma memory itself. Elhers and Clark (2000) identified a wide range of relevant negative 
appraisals. For instance, an individual might overgeneralize danger, or negatively appraise 
own actions or feelings during the traumatic event. Other negative appraisals focus on 
trauma sequelae which can produce threat and contribute to persistent PTSD, such as the 
interpretation of the initial PTSD symptoms, interpretations of other people‟s reactions, 
and appraisals of consequences of trauma and future life prospects in the light of trauma. 
These appraisals maintain PTSD by directly producing negative emotions and by 
encouraging individuals to engage in dysfunctional coping strategies that have the 
contradictory effect of enhancing PTSD symptoms. The nature of predominant emotional 
responses in persistent PTSD depends on the particular appraisals in a way that appraisals 
concerning perceived danger lead to fear, appraisals concerning others violating personal 
rules and unfairness lead to anger, appraisals concerning one's responsibility for the 
traumatic event or its outcome lead to guilt, appraisals concerning one's violation of 
important internal standards lead to shame and appraisals concerning perceived loss lead 
to sadness. 
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Elhers and Clark (2000) also discussed traumatic memory and its relationship to 
unwanted recollections. They pointed out that trauma survivors often have difficulty in 
intentionally retrieving a complete memory of the traumatic event and that such memory is 
often fragmented and poorly organised. On the other hand, involuntary intrusive memories 
of the event are frequently and vividly experienced. Ehlers and Clark (2000) proposed that 
the intrusion characteristics and the pattern of retrieval that characterises persistent PTSD 
are due to the way the trauma is encoded and laid down in memory. They proposed that in 
persistent PTSD one of the main problems is that the trauma memory is poorly elaborated 
and inadequately integrated into its context in time, place, subsequent and previous 
information and other autobiographical memories. This accounts for the difficulty in 
intentional recall, reexperiencing in the present, the lack of connection with other relevant 
information, and the easy triggering by physically similar cues. They also noted that 
retrieval from associative memory is cue-driven and unintentional, so that the person may 
be unaware of the triggers for re-experiencing.  
As well as discussing various ways in which appraisals can interact with the nature 
of the trauma memory, Ehlers and Clark (2000) developed a detailed account of the 
importance of maladaptive behavioural strategies and cognitive processing styles in 
maintaining the disorder. Among the behavioural strategies likely to cause PTSD to persist 
are active attempts at thought suppression, distraction, avoidance of trauma reminders, use 
of alcohol or medication to control anxiety, abandonment of normal activities, and 
adoption of safety behaviours to prevent or minimize trauma-related negative outcomes. 
Maladaptive cognitive styles include selective attention to threat cues and persistent use of 
rumination or dissociative responses. In summary, Ehlers and Clark‟s (2000) cognitive 
model provides what is currently the most detailed account of the maintenance and 
treatment of PTSD. They have significantly expanded understanding of the wide range of 
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relevant negative appraisals and have identified both appraisals and a variety of cognitive 
coping factors that influence the course of the disorder. These aspects of the model have 
been strongly and consistently supported by empirical research (Brewin & Holmes, 2003). 
 
Functional-descriptive model of growth. While Janoff-Bulman‟s theory describes 
the impact of traumatic experiences on the individual and implicates positive 
reinterpretation as a coping strategy, it does not adequately explain or account for the 
possibility of growth following a traumatic event (Joseph & Linley, 2005). One of the 
most comprehensive theories of growth to date was offered by Tedeschi and Calhoun 
(1995; 2004). Their functional-descriptive theory of growth shares a lot of common 
ground with Janoff-Bulman‟s world assumptions theory; however, it places more 
emphasis on the process of positive change following trauma. Similarly, to Janoff-
Bulman, functional-descriptive theory of growth proposes that traumatic events present a 
challenge to the pre-trauma schemas and may shatter previous goals, beliefs and ways of 
managing emotional distress. They postulated that for growth to occur the traumatic 
experiences need to be highly stressful and lead to significant disruption of fundamental 
assumptions (Tedeschi & Calhoun, 2004). Nevertheless, they argued that growth does not 
occur as a direct result of trauma (Tedeschi & Calhoun, 2004). Rather, the extent to which 
posttraumatic growth occurs is determined by the individual‟s struggle with the reality of 
the trauma and the cognitive processing that occurs in the aftermath of trauma. In addition, 
although the growth is a positive experience that happens as one is struggling to cope with 
the event, the trauma remains a distressing event and is not seen as desirable (Tedeschi & 
Calhoun, 2004).  
According to this theoretical view, a person needs to be able to manage the initial 
distress in order to allow for cognitive processing and schema change to occur (Tedeschi 
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& Calhoun, 2004). At these initial stages of response to trauma, cognitive processing is 
likely to be automatic and is likely to include intrusive thoughts and images and negative 
intrusive rumination consistent with re-experiencing and avoidance symptoms of PTSD 
(Tedeschi & Calhoun, 2004). This ruminative process is thought to be influenced by social 
support which provides a source of comfort and relief. Apart from decreased emotional 
distress, successful coping at this stage leads to the disengagement from goals that are no 
longer achievable and beliefs that are no longer adequate due to traumatic experiences. 
Tedeschi and Calhoun (2004) point out that this process during which distress persists is 
often lengthy; however, it is also important for a maximum amount of growth to be 
achieved as it keeps the cognitive processing active. 
Following the initial coping success, rumination transforms into more deliberate 
thinking about the trauma and its impact on one‟s life (Calhoun & Tedeschi, 2006). This 
process is characterised by the development of a narrative of trauma with the traumatic 
experience as a turning point. The development of a trauma narrative forces the survivors 
to search for the meaning in their experiences and the way it can be reconstructed. The 
role of supportive others at this stage is important as it provides survivors with an 
opportunity to create their trauma narratives, and offers perspectives that could be 
integrated into schema change. Initially, this process involves the establishment of 
comprehensibility as the survivors attempt to fully grasp the reality of what has happened 
to them. Once the survivors are able to comprehend what has happened to them, they are 
able to engage in a process of finding meaning in their experience (Calhoun & Tedeschi, 
2006). If this process of cognitive restructuring is effective, it is thought to lead to 
disengagement from previously held assumptions and creation of new schemas that 
incorporate the trauma and are more resistant to being shattered. This process of 
restructuring is experienced as growth (Tedeschi & Calhoun, 2004). 
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Organismic valuing theory of growth. While the theory of growth proposed by 
Tedeschi and Calhoun (1995) provides a coherent explanation of the mechanisms of 
growth, it does not adequately explain why people are motivated to not only return to their 
pre-trauma level of functioning, but also to move beyond it and experience growth (Joseph 
& Linley, 2005). Recently developed, the organismic valuing theory of growth by Joseph 
and Linley (2005) has accounted for this motivation and has provided new theoretical 
considerations which were not previously addressed. Similarly to Janoff-Bulman (1992), 
the theory posits that the occurrence of traumatic event may lead to a fragmentation of 
one‟s assumptions of the world and self, and that when this happens one needs to integrate 
the new trauma information into the existing beliefs. The theory however, makes reference 
to a completion tendency, or a natural inherent tendency to complete, as a central part of 
organismic valuing process (Horowitz, 1986; Joseph & Linley, 2005). Hence, the theory 
proposes that when faced with a trauma and the breakdown of their basic assumptions 
about the self and the world, individuals are inherently motivated to modify the existing 
beliefs about the world and self to positively accommodate the new trauma information.  
However, given the adverse nature of traumatic events, this inherent drive to 
integrate the trauma information is thought to initially lead to intrusive and avoidant 
symptoms of PTSD (Horowitz, 1986; Joseph & Linley, 2005). These intrusive and 
avoidant states are purported to be indicative of the cognitive and emotional processing of 
the new trauma information. The intrusive states occur as new trauma information is 
stored in the memory and is being processed. This is thought to lead to high levels of 
distress and arousal and avoidance states serve to defend against this arousal and distress. 
Thus, within this framework, posttraumatic stress symptoms are seen as normal processes 
following trauma rather than abnormal indicators of a disorder.  
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The cognitive and emotional processing is thought to continue until the baseline 
level of functioning is reached through either assimilation or accommodation of new 
trauma information (Janoff-Bulman, 1992; Joseph & Linley, 2005, Piaget, 1954). 
According to this theoretical view point, an individual‟s natural tendency is to 
accommodate the new information. Accommodation can be in either a positive or negative 
direction, depending upon the meaning attributed to the traumatic event, which in turn is 
thought to be influenced by various personality, social, and psychological factors (Joseph, 
Williams & Yule, 1995). The process of accommodation of the new trauma information is 
thought to be challenging and requires a supportive environment where basic 
psychological needs for relatedness, competence and autonomy can be satisfied. 
Depending on whether these needs have been met in the past, and following trauma, they 
serve as factors of resilience or vulnerability, which influence how new trauma 
information is integrated (Joseph & Linley, 2005). If these needs have been met in the 
past, and post-trauma, the organismic valuing process is facilitated and the person is likely 
to move towards positive accommodation. This is experienced as growth. If these needs 
have not been met in the past, and post-trauma, the person is likely to move towards 
negative accommodation. Finally, if a person does not engage with the significance of the 
events and attempts to retain their pre-trauma beliefs and schemas, the person is thought to 
assimilate the trauma experience, leaving his or her assumptive world fragile and 
vulnerable to subsequent traumatisation (Joseph & Linley, 2005). Thus, the theory 
proposes three potential psychological outcomes including: assimilation resulting in a 
return to pre-trauma baseline functioning; negative accommodation; and positive 
accommodation. 
Similarly to Tedeschi and Calhoun (2006), the theory emphasises the importance 
of a search for meaning in the early stages following trauma and distinguishes between 
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meaning as comprehensibility, and meaning as significance. Joseph and Linley (2005) 
argued that, in the early stages of trauma, the survivors attempt to comprehend the events 
that have happened. Once they are able to comprehend what has happened to them, they 
attempt to either assimilate or accommodate their experiences. If the organismic valuing 
process is initiated, the survivors will attempt to search for the significance of the events in 
their lives. This process is thought to require the accommodation of the traumatic events 
rather than assimilation in order to fully integrate the experience. If accommodation is 
negative, the search for the significance of the events could lead to feelings of 
hopelessness and helplessness (Joseph & Linley, 2005). On the other hand, if 
accommodation is positive, the search for the significance of the traumatic events could 
lead to growth, as survivors are likely to re-evaluate and better appreciate their 
relationships with others, their strengths and resilience, and their beliefs and values in life. 
However, as pointed out by Joseph and Linley (2005) positive accommodation of 
traumatic events and growth may not lead to the increased subjective well-being and 
feelings of happiness. It is more likely that growth would leave one sadder but wiser 
(Joseph & Linley, 2005). Nevertheless, the experience of growth is likely to lead to an 
increase in psychological well-being with the development of closer relationships, greater 
self-acceptance, and increased spirituality.  
In order to empirically evaluate the process of assimilation and accommodation 
within the organismic valuing process theory of growth, Payne, Joseph and Tudway 
(2007) conducted a qualitative analysis of 13 personal accounts of making sense of 
traumatic experiences. Three major themes emerged from the analysis (Payne et al., 2007). 
The first theme, referred to adversarial trauma, described how traumatic experiences 
shattered previously held beliefs about self and the world, and also the confusion that 
trauma survivors experience as a result of their shattered beliefs. The second theme was 
   
20 
 
related to the attempts to assimilate the new trauma information with previously held 
beliefs. It highlighted how when faced with conflicting trauma information, participants 
attempted to negate the information and maintain beliefs, through the process of 
explaining the information in a way that negates it, partitioning off the information that 
contradicts beliefs, and attempting to reaffirm pre-trauma beliefs (Payne et al., 2007). 
Hence, it seems that trauma survivors would initially attempt to justify the trauma 
information and only if this is not possible they would then attempt to alter their beliefs. 
This leads to the last theme referred to as the drive to accommodation which described the 
nature of the intrinsic drive in the struggle to overcome assimilation attempts. The trauma 
survivors in Payne‟s et al. (2007) study reported feeling that they had unresolved issues 
which could be seen as inherent drives to accommodate new information. In addition, 
participants showed indicators of both assimilation and accommodation of their beliefs 
indicating that the maintenance and modification of pre-trauma beliefs simultaneously is 
also possible (Payne et al., 2007). Hence, the study supported the basic principles of 
organismic valuing theory of growth in particular the notion of intrinsic motivation to 
accommodate new trauma information. However, this theory is yet to be empirically 
evaluated.  While Payne‟s et al. (2007) study supports the basic principles of this theory, 
the sample size in the study was very low and largely limits the generalisability of the 
study.  
 
Theory of Coping 
Coping is frequently embedded within the stress literature and refers to the ongoing 
strategies that are used in intensely stressful situations (Folkman, Lazarus, Dunkel-
Schetter, DeLongis, & Gruen, 1986). According to Lazarus and Folkman (1984), coping 
responses involve cognition and behaviours that an individual utilizes to reduce stress and 
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to moderate its emotional impact.  It has been defined as consistent and dynamic, 
cognitive and behavioural efforts to manage both internal and external demands that are 
considered to exceed the individual‟s personal resources (Folkman et al., 1986; Folkman 
& Lazarus, 1988; Lazarus & Folkman, 1984). One important aspect of this definition is 
that it is process-oriented. This process-oriented approach allows one to examine what an 
individual essentially thinks or does within the context of a specific situation. This 
approach has been more widely used in the psychological research in recent years because 
it permits researchers to examine coping efforts that have previously occurred and sets the 
coping behaviours in their appropriate situational context. This situational context of the 
coping behaviour is important as individuals may demonstrate different coping behaviours 
in different settings, which indicates that coping is a dynamic process rather than a static 
trait (Folkman et al., 1986; Folkman & Lazarus, 1988). 
Coping is also conceptualized as a multidimensional process (Ptacek, Pierce, & 
Ptacek, 2002). Even though there are many different coping strategies, such as planning, 
positive reinterpretation, seeking social support, avoidance, and drug use (Fox, Blanton, & 
Morris, 1999; Carver, Scheier & Weintraub, 1989; Vitaliano, Russo, Carr, Maiuro, & 
Becker, 1985), researchers tend to dichotomise these coping strategies as active vs. 
passive, or emotion-focused vs. problem-focused, especially when investigating the 
impact of coping on psychological health. Folkman and Lazarus (1980) pointed out a 
distinction between two general ways of coping. The first one, labelled problem-focused 
coping, is aimed at problem solving or doing something to modify the source of stress. 
The second one, labelled emotion-focused coping, is aimed at reducing or managing the 
emotional distress which is associated with the situation through strategies such as 
ruminating, daydreaming, and emotional responses to stress (Folkman and Lazarus, 1980). 
They also argued that most stressors elicit both types of coping, but that problem-focused 
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coping tends to predominate when people feel that something constructive can be done, 
whereas emotion-focused coping tends to predominate when people feel that a stressor is 
something that needs to be endured (Folkman & Lazarus, 1980).  
Using the process-oriented approach to coping, Folkman and Lazarus have 
proposed a theory of stress and coping, which consists of two parts (Folkman et al., 1986; 
Folkman & Lazarus, 1988; Lazarus & Folkman, 1984). The first is the individual‟s 
cognitive appraisal of how a given situation is relevant to the individual‟s well-being. The 
second is the actual coping thoughts or behaviours implemented by the individual. In 
addition, the appraisal phase of the coping theory also consists of two parts. The primary 
appraisal is the individual‟s evaluation of the situation and any risks that may be present to 
his or her well-being. The secondary appraisal is the individual‟s evaluation of what, if 
anything can be done to prevent or overcome harm or adversity, or improve the posibility 
of benefit from the situation (Folkman et al., 1986; Folkman & Lazarus, 1988; Lazarus & 
Folkman, 1984). The secondary appraisal is also an evaluation of how controllable the 
event is considered to be. The appraised controllability of the event is thought to be 
strongly related to the coping strategy selected and the efficacy of that strategy (Folkman, 
Schaefer, & Lazarus, 1979). Hence, the stress and subsequent adaptation associated with a 
specific life event seems to depend on the individual‟s appraisals of both the event and his 
or her coping ability and the types of coping strategies he or she adopts to manage the 
event (Lazarus & Folkman, 1984).  
In addition, Folkman & Lazarus (1980) utilized these different coping functions 
and controllability to examine the situational factors that influence coping (Folkman & 
Lazarus, 1988). They found that when events are appraised as controllable, problem-
focused coping tended to be more adaptive. However, when a situation was appraised as 
not controllable, emotion- focused coping was more adaptive. These findings support the 
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notion that the appraised controllability of an event should be congruent with coping 
efforts. These findings about controllability and functions of coping have been supported 
by the subsequent research (Folkman et al., 1986; Strenz & Auerbach, 1988; Valentiner, 
Holahan, & Moos, 1994). For instance, Strenz and Auerbach (1988) examined coping in a 
high-threat, short-term, low control situation using a sample of 57 flight attendants and 
pilots who took part in a simulated abduction and four day captivity. The participants were 
instructed in either problem or emotion-focused coping. Levels of anxiety were measured 
throughout the exercise to ensure that the simulation was significantly stressful. The 
results indicated that those who were taught emotion-focused coping techniques tended to 
report the lowest levels of anxiety and emotional distress, whereas participants who were 
taught problem-focused techniques had the most negative reports on all measures. 
Consequently, given that this was a low control situation, emotion-focused coping was 
most useful (Strenz & Auerbach, 1988). Hence, as this study has indicated, the stress 
levels and the overall adaptation to a stressful event seems to depend on the individual‟s 
appraisal of the controllability of the event and the types of coping strategies one adopts to 
manage the event.  
With the growing awareness of the presence of positive emotion in the stress 
process, Folkman (1997) and Park and Folkman (1997) further modified Lazarus and 
Folkman‟s (1984) model of coping to accommodate positive psychological states and 
meaning making. One important distinction that Park and Folkman (1997) made was the 
distinction between global and situational meaning. Global meaning refers to individual‟s 
basic goals and assumptions, beliefs and expectations about the world. This global 
meaning is similar to Janoff-Bulman‟s (1992) description of world assumptions (Park & 
Folkman, 1997). Sitational meaning refers to the interpretation of people‟s global meaning 
in the context of specific events (Park & Folkman, 1997). Situational meaning 
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encompasses an initial appraisal of the meaning of the event and the search for meaning, 
which may in turn affect global meaning (Park & Folkman, 1997).  
The situational meaning has three major components (Park & Folkman, 1997). The 
first component is the appraisal of meaning which refers to the initial assessment of the 
personal significance of the particular event. This appraisal of meaning occurs through 
primary and secondary appraisal processes described earlier by Folkman and Lazarus 
(1984). When a person encounters a traumatic event, it threatens global meaning, thereby 
initiating the meaning–making process. Appraised meanings are compared with global 
meaning, and stress or trauma is experienced when appraised meanings shatter or violate 
aspects of one‟s global meaning system (Janoff-Bulman, 1992). Determining that an 
appraised event violates one‟s global meaning can lead to a loss of a sense of control or 
the belief that the word is uncomprehensible, creating distress. The level of distress 
experienced is predicated on the extent of discrepancy between one‟s global beliefs and 
goals and one‟s appraised situational meaning of the event (Park & Folkman, 1997; Park, 
2008). The experience of distress leads to attempts to alleviate this distress through coping 
(Park & Folkman, 1997).  
The second component refers to coping processes in which people search for 
meaning once a situation has been appraised as stressful. People typically use a number of 
both emotion-focussed and problem-focussed coping strategies to cope with stressful 
events (Falkman & Lazarus, 1984). The last component is the meaning as an outcome, 
which refers to the meaning that the person makes in the aftermath of the event (Park & 
Folkman, 1997). Meaning making involves coming to see or understand a situation in a 
different way and reconsidering one‟s beliefs and goals in order to regain consistency 
among them (Davis, Wortman, Lehman, & Silver, 2000).  
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Many outcomes, or meanings, can result from meaning making, including changes 
made in one‟s appraisal of stressful event (e.g., viewing it as less damaging), changes 
made in one‟s global meaning (e.g., viewing the world as less controllable), and stress-
related growth (e.g., experiencing increased appreciation for life, stronger connections 
with family and friends, or greater self-awareness of one‟s strengths) (Park, 2010). On the 
other hand, continued efforts to reduce discrepancies between situational and global 
meaning can turn into rumination, intrusive thoughts, and long-term distress (Park, 2010). 
Successful meaning-making reduces the sense of discrepancy between appraised and 
global meanings and restores a sense that the world is comprehensible and that their own 
lives are worthwhile. Within this framework, different areas of posttraumatic growth 
would fall into different categories of meaning making. For instance, finding benefits from 
the traumatic event would fall into the category of changing the situational meaning to 
accommodate the global meaning. In contrast, a modified philosophy of life would address 
enduring changes in global meaning. 
 
War-Related Trauma 
Context of the Bosnian war. Prior to the outbreak of the war, the former 
Yugoslavia was an ethnically and religiously pluralistic country that united a number of 
nations under the one political system and language (Carballo et al, 2004). These nations 
lived and worked together with very little ethnic hostility and intermarriages were 
common. Although religious differences existed, the former Yugoslavia was largely a 
secular society, where religion was not widely practiced and socialist unity was widely 
promoted (Mirescu, 2003). However, the death of the President Josip Broz Tito in 1980 
gave rise to political and social instability and a gradual reversal of the secularization 
process which culminated in open hostilities in the early 1990s.    
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The war in Bosnia has been identified as one of the greatest human rights crisis that 
has occurred in Europe since World War II (Momartin et al., 2002). In 1992, a campaign 
of ethnic cleansing that lasted for three and a half years was initiated in Bosnia. This 
campaign has been described as extremely brutal, with atrocities, concentration camps and 
organised mass rapes and killings (Weine et al., 1995). Ethnic cleansing also involved 
attempts to destroy the cultural and collective identity of Bosnian people, where historical 
buildings were routinely bombed and burned. Although the war was not a religious war, 
religion is thought to have contributed to the war as religious symbols were manipulated 
and abused by ultra-nationalists through the use of religious symbols in torture, religious 
appeals in war propaganda and destruction of churches and mosques (Powers, 1996).  
It has been documented that, in Bosnian cities, people have been constantly 
exposed to traumatic incidents such as the shooting, shelling, killing and injuring of 
civilians (Weine et al., 1995). The fear and threats to life pervaded most parts of the 
affected towns for the most of the war. Military forces attacked people in their homes, 
throughout cities and villages across Bosnia, and gross human rights violations, torture 
and executions were perpetrated (Weine et al., 1995). The women, children and the elderly 
were usually separated from men and sexual abuse of women was prevalent (Silove, 
1994). Humanitarian aid, which was extremely sparse, became the primary source of food. 
Medical standards were appalling due to the lack of resources and trained individuals who 
could provide care (Berk, 1998).  
It was documented that Bosnian capital city, Sarajevo, was besieged between 1992 
and 1995 by Bosnian Serb forces which occupied the surrounding hills, shooting and 
shelling down at the city from surrounding mountains (Rosner, Powell & Butollo, 2003). 
For most of the war, it was extremely difficult for civilians to leave the city. The city was 
highly exposed to sniper and shellfire and many civilians took refuge in cellars, some 
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remaining there for weeks at the time. Securing food and water often was very dangerous 
as this involved exposure to enemy fire while waiting at or reaching collection points 
(Rosner et al., 2003). Most of the time, there was no electricity and no heating of any kind. 
Nevertheless, the majority of the population tried to continue with normal life as much as 
it was possible under the circumstances and continued to report for work and school 
(Rosner et al., 2003). 
It is estimated that during the war 200,000 people were wounded and more than 
250,000 people were killed (US Committee for Refugees, 1995) 90% of whom were 
civilians (Weinberg & Simmonds, 1995). Over a million people became internally 
displaced and another million fled outside of the country‟s boundaries (Carballo et al, 
2004). Their flight to safety took place under conditions of hostility and mass 
disorganisation, resulting in many people losing contact with their close relatives.   
 
Effects on individuals. Nearly everyone who survived the war in Bosnia 
experienced traumatic events (Rosner & Powell, 2006). The use of violence against 
civilians in the Bosnian war has been identified as one of the most notable aspects of the 
Bosnian war, and has had a tremendous impact on civilians (Goldstein, Wampier & Wise, 
1997).  It has been documented that Bosnian citizens were repeatedly exposed to life-
threatening events, such as bombardments, sniper attacks, confrontation with dead and 
mutilated bodies, loss of family members and friends, destruction of material goods, harsh 
living circumstances, severe physical deprivation, psychological trauma, and profound 
disruption of family and community life (Mooren & Kleber, 2001).  
 Essential to understanding traumatised people is a realization of the 
importance of their loss of control (Mooren & Kleber, 2001). The events that were noted 
to have occurred during the Bosnian war were for the most part unimaginable to the 
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Bosnian people. The events were also beyond their control to prevent, and perpetrated by 
people they knew and trusted including their fellow citizens, neighbours, or even family 
members, and hence have left them feeling powerless (Mooren & Kleber, 2005). 
Therefore, the fundamental assumptions of control and safety and their confidence in the 
predictability and goodness of other people, among Bosnian people were likely to have 
been violated (Mooren & Kleber, 2001). 
 
Resettlement and refugee experiences. It is estimated that more than 2 million 
Bosnians were forcibly displaced (Mollica et al., 1999), including approximately a million 
people who became refugees. In the first instance, many found refuge in neighbouring 
Croatia and Serbia, and were subsequently granted temporary asylum in European 
countries (Colic-Peisker, 2003). They were later pressured to either return to Bosnia, or 
permanently resettle in overseas countries such as the US, Canada, Australia, and New 
Zealand. As a result of the conflict in Bosnia, Australia has received a large number of 
refugee families (Barrett, Moore & Sonderegger, 2000). In fact, the refugees from Bosnia 
comprise the largest group of refugees that have arrived in Australia between 1991 and 
1998 (Australian Bureau of Statistics, 1998). Since 1998, Australian refugee intake of 
Bosnian refugees steadily declined due to reduction of need for resettlement in Bosnia and 
priorities for resetlement were given to refugees from Middle East and Africa (Department 
of Immigration and Multicultural and Indigenous Affairs, 2004). Refugees who enter 
Australia typically come through Australia‟s government-sponsored humanitarian 
program, which provides humanitarian entrants with initial support such as assistance 
infinding accommodation, language training, access to Medicare and mental health care, 
and financial support (Davidson, Murray & Schweitzer, 2008). 
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Refugees are thought to be at high risk of developing PTSD because of the trauma 
associated with war and the refugee experience (Schulz, Marovic-Johnson & Huber, 
2006).  For instance, many refugees were noted to be accommodated in overpopulated 
refugee camps, where hygiene was poor and shortages of food and water were widespread, 
while others were detained in concentration camps and exposed to acts of violence and 
degradation (Arcel, Folnegovic-Smalc, Kozarik-Kovacic & Marusic, 1995). A meta-
analysis by Porter and Haslam (2005), which combined pre- and post-displacement factors 
over 56 studies, found that refugees had worse outcomes than non-refugee control 
comparisons. In particular, they found that refugees who were in institutional 
accommodation that restricted economic opportunity, were displaced internally within 
their own country and were from countries whose conflict was unresolved had worse 
outcomes.  
Bosnian refugees have also been noted to have experienced loss of status, family, 
home, community, work and money (Weine et al., 1995).  The experience of loss in 
resettlement has been linked to refugees‟ mental health outcomes. For instance, 
individuals who had higher levels of education in their home country or whose 
socioeconomic status declined in the country of resettlement had worse outcomes (Porter 
& Haslam, 2005). The experiences of loss have also been linked to feelings of powerless, 
chronic nervousness, and loss of self-esteem (Carballo et al., 2004). It has also been noted 
that refugees are left with feelings of anxiety, anger and frustration about the fate of family 
and friends left in Bosnia (Silove, 1994). In addition, many refugees have been noted to 
suffer from problems of disorientation, cultural alienation and nostalgia for their country 
(Silove, 1994). Factors such as language difficulties, unemployment and financial 
constraints have been noted to relate to difficulties in resettlement. When adapting to 
Australia, refugees are faced with a sudden loss of identity and subsequent demands to 
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reconstruct themselves within the new context (Colic-Peisker & Walker, 2003). Those 
refugees who integrate into mainstream society have been noted to have better outcomes 
(Spasojevic, Heffer, & Snyder, 2000). Similarly, refugee children and adolescents in 
Australia, with the most positive attitudes toward both their culture of origin and 
Australian culture have been noted to have the highest ratings of self-worth and peer social 
acceptance (Kovacev & Shute, 2004). From a perspective of refugees from Sierra Leone 
settled in Australia, successful settlement was thought to include effective preparation 
before arrival, education of the local community, service delivery based on personal 
relationships and connection to local community (Sweeney, 2008). This study also 
suggested that although participants prioritised education, there were often other issues 
such as being stereotyped, confronting gender role differences, being rejected and 
excluded from the community and securing employment that contributed to a successful 
settlement experience. Hence, in addition to war experiences, refugees seem to be faced 
with a plethora of different stresses and life challenges compared to those who remained in 
their country of origin. 
 
Symptomatology observed in war related trauma survivors. It has been noted 
that individuals who face major life crises and distressing events experience distressing 
emotions relatively soon after the event (Tedeschi & Calhoun, 2004). The common 
responses to significant traumatic events include anxiety, sadness and depression. In 
addition, in people who experience significant traumatic events, the feelings of guilt, anger 
and general irritability are usually noted (Tedesch & Calhoun, 2004). Distressing and 
dysfunctional patterns of thinking, as well as initial reactions of disbelief and 
psychological numbness seem to be frequently observed in people who have experienced 
unexpected and sudden events. For highly threatening events, intrusive ruminative 
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thoughts and images of the event have been commonly noted (Tedeschi & Calhoun, 2004). 
Commonly, unpleasant physical reactions and general health complaints, including 
headaches, gastrointestinal problems, rheumatic pains, and skin disorders may also be 
experienced (Forbes et al., 2007).  
 
Posttraumatic stress disorder. The exposure to traumatic events might lead to the 
development of Posttraumatic Stress Disorder (PTSD) (Zoellner & Maercker, 2006). The 
essential criteria of PTSD are “the development of intense fear, helplessness or horror 
which has developed following exposure to an extremely traumatic experience resulting 
from a direct experience, or witnessing of an event that involves actual or threatened death 
or serious injury, or a threat to one‟s physical integrity, or a threat to the physical integrity 
of another person, or learning about the unexpected or violent death, serious harm, or 
threat of death or injury experienced by a family member or other close associate” (APA; 
American Psychiatric Association, 2000, p. 467). Symptoms include persistent re-
experiencing of the traumatic event in one or more of the following ways: recurrent 
recollections; recurrent dreams; flashbacks; intense cue-sensitivity; or physiological 
reactivity (APA, 2000). Furthermore, persistent avoidance of internal or external cues 
associated with the trauma in three or more of the following ways is characteristic of 
PTSD: avoiding thoughts; avoiding activities; inability to recall aspects of trauma; 
diminished interest; detachment; restricted affect and sense of foreshortened future.  
Persistent increased arousal in two or more of the following ways is the third symptom 
cluster of PTSD: difficulty sleeping; irritability; difficulty concentrating; hypervigilance; 
and exaggerated startle response (APA, 2000). The symptoms also need to be present for 
more than a month and must cause clinically significant distress or impairment of 
functioning. 
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The lifetime prevalence of PTSD is estimated to be approximately 8% of the adult 
population in Unites States (APA, 2000). Studies with groups exposed to traumatic stress 
show variable findings, with highest rates ranging between one third to more than a half of 
those exposed. These rates were found among survivors of rape, military combat and 
captivity, genocide, and ethnical or political imprisonment (APA, 2000). High rates of 
PTSD have been found among various samples of refugees (Carlson & Rosser-Hogan, 
1994; Weine et al., 1995). However, there have also been considerable inconsistencies in 
rates of PTSD reported in refugees, ranging from seven to 86 pecent (Fawzi et al., 1997). 
As pointed out by the authors, these variations across studies could be related to the wide 
range of measures and diagnostic cut-offs used, cultural variations in expressions of 
distress and factors related to specific cohorts and research designs such as samples size 
and levels of trauma and torture. Given these inconsistencies, it is important to look at the 
larger studies and meta-analyses to make better generalisations about patterns in the data.  
One such meta-analysis examined studies with a total of 7,000 refugees in resettlement 
(Fazel, Wheeler, & Danesh, 2005). The study found that nine percent of adults and 11 
percent of children suffered from PTSD. The prevalence rates of PTSD among the 
refugees from Bosnia in the United States and Sweden were reported to range between 18 
and 65 percent (Thulesius & Hakansson, 1999; Weine et al., 1995; Weine et al., 1998). 
Apart from high rates of PTSD, refugees from Bosnia, like other groups of people 
displaced because of war, are at high risk for developing other co-morbid disorders. In the 
study by Favaro, Maiorani, Colombo and Santonastaso (1999) with the refugees from the 
former Yugoslavia, 50% of participants met diagnostic criteria for PTSD and 35% for 
Major Depressive Disorder. They also found that all but one of the subjects with Major 
Depressive Disorder also met the diagnostic criteria for PTSD. The PTSD symptom 
profile they found included a high frequency of intrusive and avoidance symptoms, along 
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with a lower but significant frequency of hyperarousal symptoms. In the study by Weine et 
al. (1995) with Bosnian refugees settled in the United States, 75% of participants met the 
DSM – IV criteria for at least one mental disorder, 65% met the criteria for PTSD, and 
35% met the criteria for depressive disorder. Hence, it would appear that among Bosnian 
refugees who were affected by war, the rates of PTSD and other co-morbid disorders are 
much higher that the rates reported in the general population. 
PTSD has been noted to be particularly complex in refugees. This can be attributed 
to the observation that refugees are often exposed to multiple traumatic experiences that 
occur concurrently or successively during the prolonged period of time (Momartin, Silove, 
Manicavasagar & Steel, 2003). Some studies indicate a dose-response relationship 
between the exposure to trauma and PTSD in refugees, whereby greater exposure to a 
variety of traumatic events was associated with an increased risk of PTSD (Carlson & 
Rosser-Hogan, 1991; Mollica, McInnes, Poole & Tor, 1998). In addition, several studies 
have emphasized the distinctions across different types of trauma, with torture in particular 
emerging as an exceptional predictor for the development PTSD and other psychiatric 
disorders (Basoglu, 1993). One study with a refugee sample found that threat to life was a 
significant predictor of PTSD status while threat to life coupled with traumatic loss 
contributed to symptom severity and disability associated with PTSD (Momartin et al., 
2003). Research has also shown that the effects of war experiences may be present many 
years after the exposure to traumatic events (Ringdal, Ringdal & Simkus, 2008; Klaric, 
Klaric, Stevanovic, Grkovic & Jonovska, 2007). For instance, a large study (n = 3313) by 
Ringdal et al. (2008) found that more than a half of participants from Bosnia were 
reporting some symptoms of war-related distress eight years after the war. In addition, the 
research has shown that post-migration stressors can have a significant impact on 
settlement outcomes. One study with Tamil asylum seekers, refugees and immigrants in 
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Australia found that while pre-migration trauma exposure accounted for a significant 
amount (20 percent of the variance) of posttraumatic stress symptoms, as did post-
migration stress (14 percent of the variance) (Steel, Silove, Bird, McGorry, & Mohan, 
1999). 
Nevertheless, not all individuals who experience trauma show such compromised 
well-being. The exposure to trauma may not always be sufficient to explain the 
development of PTSD (Brewin, Andrews & Valentine, 2000). Studies that explored prior 
vulnerability have identified female gender, education, socioeconomic status, history of 
child abuse, prior history of mental health issues, and a diagnosis of personality disorder 
as factors that increase the possibility of developing PTSD (Foa, Rothbaum, Riggs & 
Murdock, 1991; Green, 1994; McFarlane, 1989). In regards to personality traits, several 
studies have identified greater self-esteem, strong feelings of self-efficacy, extraversion 
and optimism as protective factors against PTSD (Solomon, Mikulincer & Habershaim, 
1990; Tedeschi & Calhoun, 1995). Characteristics of the stressor, including the severity of 
war trauma, number of war experiences (Michultka et al., 1998), repeated exposure to 
traumatic events (Maes, 2000), exposure to war related violence (Miller et al., 2002), and 
the intensity of torture (Speed, Engdahl, Schwartz & Eberly, 1989) are also significantly 
related to the development of PTSD. Risk for PTSD seems to be greater if the trauma is 
more complex (Foa & Riggs, 1995) or if the level of life-threatening exposure, injury or 
loss of other people is higher (Pynoos et al., 1987). The length of time in war situations 
does not seem to be predictive of PTSD in civilian populations (Michultka et al., 1998). 
With respect to post-exposure factors, social isolation was found to be predictive of PTSD 
(Miller et al., 2002).  
The studies investigating the differential effects of age on the development of 
PTSD are sparse, possibly because individual studies focus on narrow age ranges, making 
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it difficult to compare outcomes for children, adolescents and adults (Deykin, 1999). 
Vernberg (1999) suggests that children are at greater risk of PTSD than adolescents 
because they have not only a more limited understanding of the surrounding world, but 
also have fewer coping skills and less opportunity to participate in community systems 
that help people cope with the disaster. In addition, it is generally considered that the 
nature of PTSD symptomatology may vary between children, adolescents and adults. For 
instance, instead of the re-experiencing symptoms which occur in traumatised adults, 
children may engage in ritualistic play that focuses on the traumatic event. Similarly, 
instead of hyperarousal symptoms seen in adults, children may engage in reckless 
behaviour and display somatic symptoms (Deykin, 1999). In addition, among younger 
children, pathological responses to trauma have been found to mirror parental responses 
(Earls, Smith, Reich & Jung, 1988).  From a developmental perspective, it is generally 
considered that the development of PTSD requires a certain level of maturation of memory 
organisation and arousal modulation that is not achieved prior to adolescence (Pynoos, 
Steinberg & Piacentini, 1999). Hence, the manifestation of PTSD symptoms in 
adolescence is thought to be more similar to adults. However, if the onset of PTSD 
symptoms occurs during adolescence, it can lead to lifelong impairments particularly in 
the acquisition of life skills needed for independence and self-sufficiency which need to 
develop during adolescence (Deykin, 1999). This developmental perspective seems to 
suggest that vulnerability to trauma is likely to be dependent on the age at the time of 
trauma.  
The studies examining the differential impact of age on PTSD show mixed results. 
There are indications that the age at which a person experiences a traumatic event is an 
important predictor for the severity or prevalence of PTSD. Green et al. (1991) found 
fewer PTSD symptoms after a disaster in the youngest age group compared with an 
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adolescent group. Maercker (1999) found higher PTSD prevalence rates in traumatised 
adolescents than in young adults, in a study of former victims of political violence. One 
meta-analytical study which analysed 77 studies with survivors of various traumas found 
that younger age at trauma was only a risk factor for military population, but not in 
civilian population (Brewin et al., 2000). Participants in all of the studies analysed were 
over the age of 18. However, it is unknown whether any of the studies included 
participants who were traumatised in their childhood. In another study of 5687 children 
and adolescents who had experienced Hurricane Hugo, Shannon, Lonigan, Finch and 
Taylor (1994) found that more than 5 percent had symptoms severe enough to be 
classified as PTSD. The authors stated that younger children and females of any age 
reported more symptoms. As it might be expected, children and adolescents who were able 
to remain in familial settings were less vulnerable to PTSD. Hence, the familial support 
appears to be important in mitigating the effects of traumatic events. To complicate the 
matter even further, a study by Maercker, Michael, Fehm, Becker and Margraf (2004) with 
1966 females from Dresden aged 18 to 45, found no age-related differences in PTSD 
symptomatology between participants who have experiences trauma in childhood and 
those who have experienced trauma in adolescence.   With regards to Bosnian war 
survivors, one study with 34 Bosnian refugees aged 13 to 59 years found that older 
refugees were significantly more likely to have PTSD and more severe symptoms than 
younger refugees (Weine et al., 1998). However, another study with 364 Bosnian children 
aged 6 to 12 years found that 94 percent of those children met criteria for PTSD indicating 
that PTSD reaction is likely to occur in very young individuals as well. Nevertheless, more 
severe symptomatology was found among older children (Goldstein et al., 1997). In 
addition, among refugee children, family is thought to be a key mediator of outcomes 
(Rousseau & Drapeau, 1998). That is, when parents are mentally healthy, there are low 
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levels of stress and high levels of cohesion within the family, children are better able to 
adapt to their host country (Rousseau, Drapeau, & Corin, 1998). Arriving with both 
parents is also a strong predictor of positive adjustment (Montgomery, 1998). 
Hence, the exposure to trauma does not necessarily lead to PTSD and there are 
many pre- and post-factors as well as the characteristics of the trauma itself that determine 
whether a person experiences PTSD. Not surprisingly, the degree of exposure and the 
complexity of trauma have been found to be important characteristics of the trauma that 
influence the level of posttraumatic stress reactions (Foa & Riggs, 1995; Michultka et al., 
1998; Miller et al., 2002). In light of the mixed findings concerning age and PTSD 
symptomatology, the differential impact of age on PTSD symptomatology warrants further 
investigation. 
 
Posttraumatic Growth 
Definition and domains of posttraumatic growth. Despite the documented 
negative effects of trauma on individuals, the traumatic experience has also been noted to 
be a foundation for positive outcomes (Tedeschi & Calhoun, 2004). The phenomenon of 
experiencing positive change following the traumatic experience has been recognised for 
centuries, but it is only in the last two decades that it has been studied in the psychological 
literature (Calhoun & Tedeschi, 1998). This subjective experience of positive 
psychological change, which occurs as a result of a struggle with a highly traumatic event, 
is referred to as posttraumatic growth (Tedeschi & Calhoun, 2004). The term growth in 
this context implies that the person has developed beyond the previous level of adaptation 
and psychological functioning (Zoellner & Maercker, 2006).  
Tedeschi and Calhoun (1996) conceptualised posttraumatic growth as a significant 
positive change in cognitive and emotional life that might have behavioural implications 
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as well. Posttraumatic growth is seen as not only recovery from trauma or return back to 
pre-trauma functioning after a period of emotional distress, but also as an opportunity for 
further individual development (Zoellner & Maercker, 2006). Hence, individuals who 
experience posttraumatic growth seem to overcome trauma with improved psychological 
functioning in specific areas. For instance, an individual who has suffered significant loss 
and adversity through war might discover personal strengths through his or her experience 
of struggle with the aftermath of trauma. Similarly, an individual might feel less fearful 
about the future because he or she might feel that after going through highly traumatic 
experiences, he or she will be able to manage any future adverse life event. 
Posttraumatic growth has been noted to manifest in a variety of ways. Tedeschi and 
Calhoun (1996) identified five domains of growth which seem to cover the experiences 
individuals perceive and report as growth. The first domain is an increased appreciation of 
life in general, including the changed sense of what is important. Individuals report major 
changes in how they experience life, including changes in priorities in life, and increases 
in appreciation for each day and what they still posses. The second domain is the increased 
capacity to form closer, more intimate and more meaningful relationships with other 
people. Individuals often report that their relationships are enhanced in some way, for 
example, that they may value their friends and family more, and feel an increased 
compassion and altruism toward others, particularly for those who have experienced 
similar traumatic events (Tedeschi & Calhoun, 1996). The third domain includes a general 
sense of increased personal strength including a realisation that the individual is able to 
handle very difficult life events. Individuals report changes in their views of themselves. 
For instance, they have a greater sense of personal resiliency, wisdom, and strength, as 
well as greater acceptance of their vulnerabilities and limitations. The fourth domain is 
reflected in individual‟s identification of new possibilities or of the possibility to take a 
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different path in life. This might include getting involved in a helping profession and 
providing care and comfort to other people who have experienced grief and loss. Another 
way individuals can experience positive change is growth in the domain of spiritual and 
existential matters. Even individuals who are not religious can experience the growth in 
this domain through increased engagement with fundamental existential questions 
(Tedeschi & Calhoun, 2004).  
Although posttraumatic growth is seen as an outcome of coping with trauma and 
implies significant change in emotional and cognitive functioning, it cannot be seen as the 
direct opposite of PTSD (Zoellner & Maercker, 2006). Posttraumatic growth and PTSD 
appear to be two distinct and independent constructs and represent separate but continuous 
dimensions. This is because posttraumatic growth is thought to be conceptually distinct 
from general emotional adjustment and cannot be equated to an increase in well-being or 
decrease in distress (Tedechi & Calhoun, 2004). For this reason, growth and emotional 
distress may coexist for some people.  
Some available research does indeed indicate that PTSD and posttraumatic growth 
can occur concurrently and that they do not fall at the opposite end of the continuum. For 
instance, Davis, Nolen-Hoeksema and Larson (1998) demonstrated that decrease in 
distress following the death of a family member is not necessarily related to growth. In 
fact, they demonstrated that finding benefit in their loss had the greatest impact on distress 
at 13 and 18 months after loss, rather than in the initial stages of adjustment, whereas 
making sense of loss was more strongly related to adjustment at six months after the loss. 
Davis et al. (1998) also found that some of the participants were „benefit losers‟ as they 
reported benefits at six months post-loss but not at 13 months post-loss and the loss of 
benefits was related to the increased distress over time.  
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Similarly, posttraumatic growth may occur while a person is experiencing 
moderate levels of distress (Butler et al., 2005; Carver & Antoni, 2004; Frazier et al., 
2001; Hobfall et al., 2007; Laufer & Solomon, 2006; McMillen, Smith & Fisher, 1997). 
For, example, Laufer and Solomon (2006), in a large sample of Israel adolescents exposed 
directly and indirectly to terrorism, found PTG to be related to greater psychological 
distress. Further, the more adolescents experienced fear, the more they reported PTG. 
Working with victims of sexual abuse, Frazier et al. (2001) found that some participants 
reported substantial growth within as little as two weeks after a traumatic event, and that 
the period between two weeks and two months was a period of the greatest increase in 
growth.  In addition, at two weeks post-assault, growth was associated with less distress, 
however, at 12 months post-assault growth was unrelated to PTSD. Nevertheless, the 
reports of growth two weeks after exposure to trauma appear to be predictive of less 
distress at 12 month follow-up in survivors of sexual assault. The changes reported 
included increased empathy, improved personal relationships and gaining a greater 
appreciation for life. Similarly, in  a study by Carver and Antoni (2004) with breast cancer 
patients, the reports of benefit finding at the initial assessment was predictive of more 
positive emotion and self-judged quality of life as well as less negative emotion, distress 
and depression at the follow up 4 to 7 years later.  Finally, in a large-scale internet based 
study following the events of 11 September, Butler et al. (2005), found that initial PTG 
was related to greater trauma symptoms, but that on closer inspection found that it was 
actually those with intermediate levels of trauma that demonstrated the highest PTG. 
Conversely, some studies have found no relationship between the measures of 
posttraumatic growth and PTSD (Maercker & Harrle, 2003; Powell et al., 2003). For 
instance, Maercker and Harrle (2003) found no relationship between the perception of 
personal growth and PTSD symptoms in a sample of 47 survivors of the Dresden bombing 
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52 years after the bombing. However, the study was cross-sectional and has measured 
posttraumatic growth and stress years after the exposure to trauma. Therefore, as the 
research by Frazier et al. (2001) suggests, it might be possible that any significant 
relationship between PTSD and growth has diminished over time. 
Thus, the research literature indicates that for some traumatised people the 
experience of positive change following trauma is possible in a relatively short period 
following traumatisation while the levels of distress are still relatively high (Carver & 
Antoni, 2004; Frazier, et al., 2001). These early reports of growth appear to be predictive 
of better adjustment later on, suggesting that some people are able to retain those positive 
changes and that growth might be related to better psychological adjustment post-trauma 
(Frazier et al., 2001). Nevertheless, it also appears that growth is not a linear and 
cumulative process and that early reports of change can decrease over time (Davis et al., 
1998). Thus, while posttraumatic growth seems to be positively related to better 
psychological adjustment after trauma, PTSD and posttraumatic growth appear to be 
distinct and independent constructs.   
    
Research with posttraumatic growth. Studies have found that many people who 
have experienced stressful events later report growth from their experiences (Frazier et al., 
2001; Parappully, Rosenbaum, Van Den Deale & Nzewi, 2002; Powell et al., 2003). 
Research has indicated that positive changes following trauma can be found in the 
survivors of a variety of different events including bereavement (Parappully et al., 2002), 
college students experiencing negative events (Parket al., 1996), sexual assault (Frazier et 
al., 2001), rape (Burt & Katz, 1987), war trauma (Powell et al., 2003), terrorist attacks 
(Hobfall et al., 2007), and cancer (Carboon et al., 2005, Carver & Antoni, 2004; Cordova, 
Cunningham, Carlons & Amdrykowski, 2001). Hence, it appears that a wide range of 
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events, ranging from those that may be considered stressful to those that may be 
considered traumatic, can all precipitate personal growth and positive change. 
Nevertheless, the recent study by Shakespeare -Finch and Armstrong (2010) suggested 
that the rates of posttraumatic growth differed across different trauma types. The study 
included survivors of three different trauma types including sexual abuse, bereavement 
and motor vehicle accident. Results indicted differences in growth between the groups 
with the bereaved reporting higher levels of growth than other survivors. The study also 
showed that some areas of growth are more frequently endorsed following particular types 
of trauma than others. For example, relating to others and appreciation of life dimensions 
are more frequently reported in the bereaved, whereas changes in perceptions of personal 
strength were similar for all survivors (Shakespeare-Finch & Armstrong, 2010). 
Certain personality characteristics are also thought to be related to the greater 
likelihood of posttraumatic growth (Shakespeare-Finch, Gow & Smith, 2005; Tedeschi & 
Calhoun, 1996). Extraversion is thought to be the strongest correlate of positive affect. For 
example, a positive relationship has been demonstrated between extraversion and positive 
post-trauma perceptions (Shakespeare-Finch, Gow & Smith, 2005; Tedeschi & Calhoun, 
1996). A significant positive relationship between individuals scoring highly in openness 
and measures of posttraumatic growth was also found in a number of studies 
(Shakespeare-Finch, Gow & Smith, 2005; Tedeschi & Calhoun, 1996). It also appears that 
the agreeable and conscientious individual is more likely to perceive positive changes as a 
result of experiencing a traumatic event (Shakespeare-Finch, Gow & Smith, 2005; 
Tedeschi & Calhoun, 1996). Further, neuroticism does not appear to be significantly 
correlated with posttraumatic growth in either direction (Shakespeare-Finch, Gow & 
Smith, 2005; Tedeschi & Calhoun, 1996).  
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With regards to gender and age differences in posttraumatic growth, studies show 
conflicting results. Some studies have indicated that there was no relationship between age 
at the time of trauma and posttraumatic growth (Collins et al., 1990; Krizmanic & 
Kolesaric, 1996; Polatinsky & Esprey, 2000; Tedeschi & Calhoun, 1996). However, the 
majority of these studies have investigated posttraumatic growth in students or have 
focused on one particular event such as heart attack which tends to be associated with 
particular age groups. Hence, the age range in these studies was quite limited.  
According to Tedeschi and Calhoun (2004), young adults are more likely to report 
posttraumatic growth than older adults as young people might be more open to change and 
learning than much older people who might have already learned their life lessons. This 
assertion was supported in the study by Powell et al. (2003), which included participants 
across a wide age span, and who found a strong relationship between age at the time of 
trauma and posttraumatic growth with younger participants reporting more posttraumatic 
growth than older participants. Similarly, Bellizzi (2004) and Pietrzak et al. (2010) found 
that younger participants experienced higher levels of posttraumatic growth in a sample of 
cancer patients and war veterans respectively. In contrast to these findings, Lev-Wiesel 
and Amir (2003) and Lurie-Beck, Liossis and Gow (2008) found a positive relationship 
between age and posttraumatic growth in a sample of Holocaust survivors.  
In addition, Tedeschi and Calhoun (2004) argue that posttraumatic growth might 
be a concept that is more applicable to adolescents and adults than to young children 
because posttraumatic growth implies an established set of schemas that are shaken and 
challenged at the time of trauma. Relatively few studies have examined posttraumatic 
growth among children (Kilmer & Gil-Rivas, 2010). Nevertheless, the available evidence 
indicates that posttraumatic growth can occur in children and adolescents (Alisic et al., 
2008; Cryder, Kilmer, Tedeschi, & Calhoun, 2006; Laufer & Solomon, 2006; Taku, 
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Calhoun, Kilmer, and Tedeschi, 2008).  Some researchers have differentiated 
posttraumatic growth in children from change resulting from normal maturational 
processes. For instance, Taku, Calhoun, Kilmer, and Tedeschi (2008) found that, among 
Japanese youth, those who reported experiencing at least one trauma or major stressful 
event within the past year scored significantly higher on a measure of posttraumatic 
growth than peers who had not experienced traumatic events. Similarly, Alisic et al. 
(2008) asked children to describe their „„worst experience ever‟‟ and to consider that 
experience as they answered items about posttraumatic stress and growth. Consistent with 
Taku et al. (2008), children exposed to trauma reported more posttraumatic growth than 
those without trauma experiences (Alisic et al., 2008). Hence, these findings provide 
support for the PTG process as distinct from normal growth. Nevertheless, some existing 
evidence suggests that, following trauma, the reactions and responses of children and 
youth at different ages and stages vary, in part because their cognitive and emotional 
capacities lead them to understand and internalize the experience differently (Osofsky, 
2004).  
Gender differences in posttraumatic growth have also been reported with females 
reporting more growth than males (Bates, Trajstman & Jackson, 2004; Helgeson, 
Reynolds & Tomich, 2006; Park et al., 1996; Tedeschi & Calhoun, 1996; Vishnevsky, 
Cann, Calhoun, Tedeschi & Demakis, 2010), while other studies reported no gender 
differences in posttraumatic growth (Polatinsky & Esprey, 2000; Powell et al., 2003). For 
instance, a meta-analysis of 70 studies, conducted by Vishnevsky et al. (2010), showed 
small to moderate differences in gender with females reporting more growth than males. It 
has been suggested that the gender difference in posttraumatic growth could be related to 
the greater tendency of females to engage in purposeful rumination following the 
traumatic event (Vishnevsky et al., 2010). The purposeful rumination regarding the 
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traumatic events and its impact is thought to be essential for posttraumatic growth to occur 
(Tedeschi & Calhoun, 2006). Hence, the greater engagement of females in deliberate 
rumination might be responsible for gender differences in posttraumatic growth. The 
reports that females have a greater tendency to perceive positive changes following trauma 
could also be related to the suggestions that females are more likely to seek social support 
than males (Littlewood, Cramer, Hoekstra & Humphrey, 1991; Rosario, Shinn, Morch & 
Huckabee, 1988). Social support is thought to play an important role in the development 
of posttraumatic growth (Tedeschi & Calhoun, 2004). Therefore, the gender difference in 
posttraumatic growth might be due to differences in seeking social support between males 
and female participants in the above mentioned studies, rather than the differences in 
ability to perceive positive changes following traumatisation. In fact, in the study by 
Polansky and Esprey (2000), which found no gender differences in posttraumatic growth, 
both female and male participants were involved in a social support network. 
Posttraumatic growth appears more likely to be experienced as a result of an event 
that is painful, challenging and difficult (Tedeschi & Calhoun, 1995). Although severe 
events may lead to the most severe initial symptoms of PTSD, they also seem to offer the 
most potential for growth (Park et al., 1996; Tedeschi & Calhoun, 1996). Consistently, 
research has indicated a positive relationship between posttraumatic growth and the impact 
of the event (McMillen et al., 1997; Park & Cohen, 1993; Park et al., 1996; Tedeschi & 
Calhoun, 1995). For instance, McMillen et al. (1997) found that as exposure severity 
increased, the amount of recovery increased, but only for those who were able to perceive 
benefit from their experience. This study investigated perceived growth and adjustment 
after three types of disaster including a tornado, a plane crash and a mass killing. In this 
study, the survivors of a tornado had the highest rates of growth, whereas survivors of the 
plane crash had the lowest rates of growth. These differences in the rates of growth were 
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attributed to the social support provided to the victims after the disaster which varied 
across the types of disasters and was dependent on the size of the community in which the 
disaster occurred, the responses to the disaster, and the type of support needed after the 
disaster (McMillen et al., 1997). For instance, more growth was perceived when the 
disaster which occurred in a smaller community, when the response by employers to 
perceived benefits of survivors was mainly positive and when support needed was more 
tangible such as food and housing rather than emotional support. In addition, they found 
that the perceived benefit shortly after the disaster predicted better adjustment three years 
later. They also found that those with high exposure to a traumatic event who also 
perceived benefit, tended to have higher recovery rates, whereas those who did not 
perceive benefit tended to have lower recovery rates. Hence, it would appear that the type 
of the disaster, the support provided after the disaster, and the ability to perceive benefits 
promptly after the disaster influence the level of growth experienced by survivors.  
It appears that the event related rumination or cognitive processing is also 
necessary for posttraumatic growth to occur (Tedeschi & Calhoun, 2004). As a survivor is 
faced with the aftermath of a traumatic event, the shattering of his or hers world 
assumptions is likely to trigger ruminative processing that reflect cognitive processing 
aimed towards rebuilding of the assumptive world (Tedeschi & Calhoun, 2004). For 
instance, the study with bereaved HIV positive men found the positive association 
between deliberate and repetitive cognitive processing and experiences of personal growth 
(Bower, Kemeny, Taylor & Fahey, 1998). Similarly, Calhoun, Cann, Tedeschi and 
McMillen (2000) found that trauma survivors reported greater levels of posttraumatic 
growth when they also reported greater levels of cognitive processing, but only when this 
cognitive processing occurred soon after the event and was not continued for years. These 
findings seem to suggest that continued and estended searching for meaning is not 
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productive. Lastly, the more recent study by Cann, Calhoun, Tedeschi and Solomon 
(2010) with psychology students found that recent deliberate rumination was related to 
higher levels of growth, but when this rumination was intrusive it was negatively 
associated with growth. As authors pointed out, the intrusive rumination may reflect the 
failure to constructively deal with the aftermath of traumatic experience due to either 
avoidance or inability to constructively rebuild the assumptive world.  
Posttraumatic growth is also thought to have both universal and culture specific 
characteristics and is not a purely western concept (Weiss & Berger, 2010). A growing 
body of evidence indicates that individuals across the many parts of the world can 
perceive benefits from their struggle with traumatic events. For example, survivors of 
earthquakes in Turkey and Japan (Kilic, 2010; Taku, 2010), Israelies and Palestinians who 
were exposed to terror and imprisonment (Laufer & Solomon, 2010; Punamaki, 2010), 
Latino immigrants in United States and Chinese international students in Australia (Berger 
& Weiss, 2010; Whelan & Cunningham, 2010) and individuals who have experienced 
war-related trauma in Bosnia, Kosovo and the Sudan (Arenlin & Landsman, 2010; 
Copping, Shakespeare-Finch & Paton, 2010; Powell et al., 2003, Rosner & Powell, 2007; 
Shakespeare-Finch & Wickham, 2010). In addition, as pointed out by Weiss and Berger 
(2010), accoss cultures, posttraumatic growth is considered to be a multidimensional 
construct and includes elements related to changes in self, interpersonal relationships and 
appreciation of life. Similarly, cross cultural studies showed evidence that suffering is 
integral for development of growth and that growth can co-exist with distress (Weiss & 
Berger, 2010). Coping strategies, cognitive processing, social support, spirituality and 
religiosity appeared to be related to posttraumatic growth across various cultures (Weiss & 
Berger, 2010).  
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On the other hand, in different cultures the general experience of growth and the 
specific features of growth seemed to vary (Weiss & Berger, 2010). For instance, a diverse 
factor structure on the measure of posttraumatic growth, Posttraumatic Growth Inventory 
(PTGI; Tedeschi & Calhoun, 1996) was found in the specific sociocultural contexts. For 
instance, Tedeschi and Calhoun empirically validated five dimensions of posttraumatic 
growth in the United States sample, whereas studies in different cultures found between 
two and five factors (Weiss & Berger, 2010). In addition, some qualitative studies 
indentified aspects of posttraumatic growth which appear unique for that particular 
culture. For example, in a sample of Bosnians friendship emerged as an important factor 
(Rosner & Powell, 2007), whereas in cultures like Japanese and Latino, self-control and 
patience emerged as important factors (Berger & Weiss, 2010; Taku, 2010). 
With regards to refugees in Australia, Shakespeare-Finch and Wickham (2010) 
identified a number of factors that helped or hindered successful adaptation of Sudanese 
refugees in Australia and showed that the positive adaptation was evident in this 
population. Most participants identified that peace and safety in Australia, social support 
and personal resources such as hope for the future, positive attitudes, prayer and strength 
have aided them in their positive adaptation to Australia. Furthermore, as identified by 
Copping et al. (2010), Sudanese refugees in Australia placed great emphasis on the 
support they received from their friends, family and Elders, religious coping, and meaning 
making. However, the researchers found that Sudanese refugees did not freely express 
growth or benefits they had perceived and had rarely said they have changed anything 
about themselves. With exception of new possibilities which was identified as a domain of 
growth in Sudanese refugees, other domains of posttraumatic growth such as relationships 
with others, appreciation of life, compassion, strength  and religious changes were all 
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expressed as cultural values that existed prior to war and suffering rather that areas of 
growth in the aftermath of suffering.    
Similarly, Powell et al. (2003) found that posttraumatic growth may occur as a 
result of the struggle with the aftermath of war trauma in Bosnia. The study investigated 
the incidence of posttraumatic growth among people who have experienced prolonged and 
severe trauma during the war in Bosnia. The study was conducted with 135 former 
refugees and displaced people living in Sarajevo three and a half years after the war. They 
found some incidence of posttraumatic growth among these populations, although the 
rates were significantly lower than usually reported in most other studies. They also found 
that refugees reported significantly more posttraumatic growth than displaced people. This 
study did not investigate the areas in which participants reported the most growth. 
However, they found that those who have fled the country and have been in stable 
environments report more growth than those who were internally displaced. This was 
attributed to the relative stability of their new environment and social support.  
Whether the rates of posttraumatic growth among Bosnian refugees in Australia are 
similar to those reported by Powell et al. (2003) is unknown. As indicated by Begic and 
McDonald (2006), the Bosnian refugees have been found to have higher rates of PTSD 
than the Bosnian people who remained in their country.  However, as suggested in the 
study reported by Powell et al. (2003), the rates of posttraumatic growth have also been 
found to be higher in this population of refugees, rather than people who have been 
internally displaced. This could be due to the fact that with the arrival to the new country, 
people were able to have access to relatively stable social support, as well as find new 
opportunities and take a different path in life. They are also likely to have to start re-
building their lives from little or no assets having left behind most of their possessions, 
friends and family. While this is likely to be traumatic, people might also have greater 
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appreciation and place greater importance for what they still have and for what they 
manage to regain, such as new friends and possessions.  Therefore, this study aimed to 
investigate the rates of posttraumatic growth in Bosnian refugees in Australia.  
Following the Powel et al. (2003) study, Rosner and Powell (2007) completed 
another study with 69 Bosnian university students in order to investigate whether these 
changes are indeed experienced as positive, how significant those positive changes are in 
comparison to negative changes, and whether there are any other areas of growth not 
already covered in the PTGI. Their results confirmed that these changes are indeed seen as 
more substantial than negative changes. The results also confirmed that PTGI is a 
relatively comprehensive measure of posttraumatic growth and that all items on the PTGI 
are considered as positive. This confirms the content validity of posttraumatic growth. 
However, one new aspect, perhaps more relevant to civilians after war, which relates to 
discovering the value of true friendship was found to be specifically important to 
participants, but is not included in the PTGI.  
In addition, PTGI and other multi-item checklists for assessment of growth have 
been criticized by some researchers as they tend to elicit higher rates of growth than single 
open-ended question (Nolen-Hoeksema & Davis, 2004). Some studies that have used 
open-ended question found that around 20 to 50 percent of participants did not report any 
positive changes (Davis et al., 1998; McMillan et al., 1997). On contrary, studies using 
PTGI or other multi-item checklists have found that participants report 15 to 30 positive 
changes (Frazier et al., 2001; Tedeschi & Calhoun, 1996). Hence, while single open-ended 
question may be underestimating the extent of growth, PTGI may be overestimating the 
extent of growth reported (Nolen-Hoeksema & Davis, 2004). Hence, the narrative 
qualitative analysis of growth, in conjunction with quantitative analysis, might provide 
more convincing, individualized and detailed account of growth. In addition, a qualitative 
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analysis of growth might uncover other areas of growth which are not included in PTGI 
but might be of particular value to participants, such as, the value of friendship for 
Bosnian war survivors.  
 
Shame-Proneness and Guilt-Proneness 
Definition of shame and guilt-proneness. Conflicts between trauma information 
and previously held schemas are likely to reflect the concerns about danger and safety, but 
also about one‟s own part in causing the traumatic event and may lead to guilt-related or 
shame-related emotional states (Paunovic, 1998). Indeed, anger, shame, guilt and sadness 
are frequently associated with traumatic events (Lee, Scragg & Turner, 2001). Shame and 
guilt following traumatic experience can be particularly disabling, as these emotions 
influence the experience of the self and social behaviour, can contribute to later 
psychopathology and may seriously disturb the effects of imaginal exposure (Lee et al., 
2001). Imaginal exposure refers to a type of treatment of PTSD and other anxiety 
disorders which involves exposure to a feared stimulus through imagination (Choy, Fyer 
& Lipsitz, 2007).   
Shame and guilt are closely related emotions but different affective states (Leskela 
et al., 2002). Guilt can be defined as an unpleasant feeling such as regret and remorse 
which is reflected in the belief that one should have thought, felt, or acted differently 
(Kubany, 1994). Guilt involves the belief that one has done something wrong or bad. 
Although guilt can include passing thoughts that one is a terrible person, the focus remains 
on a specific behaviour and one‟s self-concept remains intact (Tangney, 1990). Individuals 
who suffer from guilt view their specific past behaviours negatively, regret those 
behaviours and feel the need to correct what they have done (Tangney, 1990; 1992). The 
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sense of remorse and regret associated with guilt may prompt reparative action (Lindsay-
Hartz, 1984) and has been linked with greater empathy than shame (Tangney, 1991). 
In contrast, shame involves painful self scrutiny and feelings of worthlessness and 
powerlessness (Tangney, 1990). Shame entails avoidance, turning away of the face and 
breaking contacts with other people (Stone, 1992). Gilbert (1998) viewed shame as 
associated with beliefs that others see one as inferior, inadequate, disguising, or weak in 
some way. Shame can be seen as a more devastating and painful emotion, in which the 
entire self, rather than just behaviour, is negatively evaluated (Tangney, 1991). Guilt and 
shame also differ in the focus of their associated negative cognitions (Wilson, Drozdek & 
Turkovic, 2006). Shameful cognitions focus on evaluating one‟s self, loss of self-esteem, 
and loss of one‟s moral integrity. Guilty cognitions focus on the evaluation of one‟s 
behaviour and not one‟s personal integrity. A person who feels shameful may think that he 
or she is to blame for the immoral act and is therefore a bad person. Conversely, a person 
who feels guilty may believe that he or she acted wrongly and therefore feels that his or 
her actions were wrong, but can still maintain a positive view of the self as a person. 
Hence, one important difference between guilt and shame seems to be that guilt tends to 
lead to reparative actions and shame tends to lead to avoidance coping such as social 
withdrawal (Paunovic, 1998).   
The evidence supporting the hypothesis that shame and guilt are different 
emotional states comes from a study by Woien, Ernst, Patock-Peckham and Nagoshi 
(2003), which was conducted with 338 college students. The study indicated that shame 
was associated with lower levels of self-esteem, higher levels of stress, and psychiatric 
symptoms.  Furthermore, shame was related to an external locus of control and poor self-
regulation skills. On the other side, guilt was unrelated to the levels of self-esteem and 
psychiatric symptoms.   
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Stone (1992) hypothesised that traumatised individuals often suffer from symptoms 
of both shame and guilt. He argued that in combat experience, guilt manifests as the 
troubling feeling that one has survived, while others did not, whereas shame is the feeling 
of doubting the right to exist. Studies have shown that many combat veterans experience 
profound feelings of guilt and shame related to painful war-related memories (Kubany, 
1994; Leskela et al., 2002). Another study also found that those who experienced 
manmade catastrophes demonstrated severe guilt feelings (Lowinger & Solomon, 2004). 
In addition, Amstadter and Vernon (2008) who compared emotional responding of college 
students to different types of trauma, including sexual assault, traffic accidents, physical 
assault, and illness or injury, found that all groups reported experiencing guilt and shame 
during and after the trauma. The authors also found that levels of shame significantly 
increased after sexual and physical assault; however, shame did not significantly increase 
after traffic accidents, illness, or injury. In contrast to shame, all groups reported 
significantly more guilt after their trauma than during their trauma. Sexual assault victims 
reported significantly more guilt than all other types of trauma, and traffic accident victims 
reported more guilt than illness or injury victims. All of the above research lends support 
to the contention that feelings of guilt and/or shame are experienced across a variety of 
different types of trauma including war, sexual assault, natural disaster, traffic accidents, 
and illness or injury. 
In attributional terms, the distinction between shame and guilt is similar to Janoff-
Bulman‟s (1979) distinction between characterologic and behavioural blame respectively 
(Tangley, 1990, Leskela et al., 2002). According to Janoff-Bulman (1979), behavioural 
self-blame is control related, as it involves attributions to one‟s behaviour and is 
concerned with the future avoidability of the negative outcome. Hence, an individual, who 
blames past negative outcomes on the specific behaviour, rather than one‟s character, 
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would perceive to have more control in the avoidability of the future negative outcomes by 
altering their behaviours. On the other hand, characterologic self-blame is esteem related, 
as it involves attributions to one‟s character and is associated with the belief that one is 
personally deserving of the past negative outcomes. Therefore, individuals who engage in 
characterologic self-blame are less concerned about the future, but rather with the past and 
whether they deserve the past outcomes (Janoff-Bulman, 1979). Empirical evidence 
indicated that shame-proneness was strongly correlated with caracterologic self-blame 
(Tangney, Wagner & Gramzow, 1992). Similarly, Weiner (1986) pointed out that 
emotional states, such as guilt and shame appear to depend on causal attributions such that 
feelings of guilt are experienced in the context of negative, personally controllable 
outcomes and shame tends to be experienced when an attribution is made to an internal 
cause. 
In line with this, Janoff-Bulman theorised that a type of self-blame could be 
adaptive. According to this hypothesis, blame that is directed at specific behaviours 
facilitates coping whereas characterologic blame directed at self is maladaptive. Janoff-
Bulman (1979) indicated the importance of the distinction between the two types of blame 
in two studies with depressed students and rape victims. In a sample of 120 female college 
students, she found that depressed students engaged in more characterologic self-blame 
than non-depressed students, whereas behavioural self-blame did not differ between the 
two groups. In another study with rape victims, she found that rape victims engage more in 
behavioural self-blame than characterologic self-blame, indicating the need for rape 
victims to maintain a perception of control and a sense of the avoidability of future 
victimisation. Similarly, Mikulincer and Solomon (1988) found that the severity of PTSD 
among Israeli soldiers was positively associated with the attribution of bad events to more 
stable and uncontrollable causes. 
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Following Janoff-Bulman‟s (1979) explanation of how self-blame could be 
adaptive, Weinberg (1995) proposed that self-blame can lead to making amends. 
Weinberg (1995) proposed that through making amends, the damage to one‟s self esteem 
is lessened, leading to better adjustment outcomes. Making amends is thought to facilitate 
recovery as it helps maintain belief in a just world. In addition, admitting guilt, 
apologising or engaging in worthy actions can enhance self-regard (Weinberg, 1995), 
reducing the negative effects of self-blame on self-esteem and reducing fears of further 
retribution. In a study of 244 people who had suffered death of a loved one, Weinberg 
(1995) found that those who blamed themselves and made amends tended to have better 
adjustment than those who did blame themselves but did not make amends. Given that 
guilt is thought to prompt one towards reparative action (Tangney, 1991), it might be that 
this action is what leads to guilt being adaptive following trauma, as opposed to shame 
which is thought to lead one towards avoidance (Stone, 1992) rather than reparative 
action.  
 
Relationship between shame and guilt-proneness and posttraumatic stress 
disorder. Studies investigating the role of shame and guilt in the formulation and 
maintenance of PTSD symptoms are sparse; however, they indicate that shame and guilt 
might have different associations with PTSD symptomatology.  Shame seems to be 
associated with increased PTSD symptomatology, indicating that shame is maladaptive in 
the aftermath of trauma (Leskela et al., 2002; Andrews et al., 2000; Wong & Cook, 1992), 
whereas the relationship between guilt and PTSD shows a much less clear directionality 
(Fontana, Rosenheck & Brett, 1992; Kubany et al., 1997; Leskela et al., 2002; Lowinger & 
Solomon, 2004).  
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For instance, a study by Andrews et al. (2000) has provided some evidence about 
the role of shame in development and maintenance of PTSD. The study investigated 
longitudinally the role of shame, childhood abuse, and anger in the development and 
course of crime related PTSD. Their sample consisted of 157 victims of violent crime. It 
was found that at one month post-crime, shame and anger were independent predictors of 
PTSD. However, at six months post-crime, shame was the only independent predictor of 
PTSD indicating that shame might have some involvement in the subsequent course and 
maintenance of PTSD symptoms. This finding seems to suggest that people who 
experience shame following war trauma might have poorer adjustment outcomes 
following trauma than people who do not have feelings of shame. In addition, the most 
prominent shame themes included being humiliated, being unable to defend oneself, and 
appearing bad in front of others. Given that refugees are often exposed to humiliating 
events (Mooren & Kleber, 2001), it is possible that refugees who have been exposed to 
war related traumas would identify similar themes when it comes to shame, in particular 
being humiliated and unable to defend themselves. 
In addition, similar themes of shame emerge when it comes to war veterans. For 
instance, Wong and Cook (1992) in their study on shame in veterans with PTSD, 
substance abuse, and depression identified feelings of inferiority and alienation as the two 
most prominent indicators of shame. They also found that veterans with PTSD scored 
higher on measures of shame than veterans with either substance abuse or depression 
alone. Hence, it would seem that feelings of shame are more characteristic of PTSD than 
depression or substance abuse problems. However, this study did not ascertain the level of 
trauma exposure or PTSD symptom severity, hence, largely limiting this study‟s 
conclusions.  
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In addition to understanding the experience of guilt or shame in response to 
particular events, researchers have examined people‟s guilt or shame-proneness, their 
general tendency to respond to events with feelings of guilt or shame. Research has shown 
that guilt-proneness and shame-proneness are related to a number of psychological 
disorders (Kubany et al., 1995; Tangney, Wagner, & Gramzow, 1992) including PTSD 
(Leskela, Dieperink, & Thuras, 2002; Pineles, Street, & Koenen, 2006). Interestingly, 
shame-proneness appears to put an individual at greater psychological risk than guilt-
proneness. When the shared variance between guilt-proneness and shame-proneness is 
taken into account, most research finds that the unique characteristics of guilt-proneness 
are no longer a significant predictor of adverse psychological symptoms (Pineles et al., 
2006). For example, Pineles et al. (2006) found that in an undergraduate student 
population, the unique components of shame-proneness and the shared variance between 
shame-proneness and guilt-proneness were significantly related to PTSD symptoms; 
however, the unique components of guilt-proneness were not related to PTSD symptoms. 
Similarly, Tangney, Wagner and Gramzow (1992) found that while guilt-proneness was 
related to several indicators of psychopathology, these relationships resulted entirely from 
the shared variance between shame and guilt-proneness. Guilt-proneness, independent of 
shame-proneness, was unrelated to measures of psychological maladjustement.  In 
contrast, shame-proneness, independent of guilt-proneness, was strongly and positively 
related to several indicators of psychopathology, including depression, anxiety and 
somatisation. Therefore, the association between guilt-proneness and PTSD may be the 
result of the co-ocurrence of shame and guilt.  
 In addition, a study by Leskela et al. (2002) provided further evidence about the 
relationship between shame, guilt and PTSD. They investigated shame and guilt-proneness 
in a sample of 107 former prisoners of war all of whom have been exposed to trauma more 
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than 50 years prior to the study. They found that the level of exposure to trauma was not 
significantly associated with shame or guilt measures.  They also found that shame-
proneness was positively related to PTSD symptomatology, whereas guilt-proneness was 
unrelated to PTSD symptom severity. However, once the effects of shame-proneness on 
PTSD symptom severity were removed, guilt-proneness was negatively associated with 
PTSD symptom severity. This finding might be in line with Janoff-Bulman‟s (1979) views 
on individual attribution styles in which an attribution style that focuses on actions rather 
than the negative view of self might reduce risks of future PTSD or the maintenance of 
symptoms. Hence, it would seem that traumatised individuals who experience shame 
following traumatisation, as opposed to guilt, are more likely to suffer from PTSD 
symptoms. It would also seem that individuals who experience guilt are able to adjust 
better after the trauma.Similarly to Leskela et al. (2002) findings, Harrigan (2007) found 
that shame-proneness was positively associated with PTSD and guilt-proneness was 
negatively associated with PTSD in a sample of Vietnam War veterans 30 years after the 
war. However, the findings from both of these studies need to be taken with caution given 
the length of time passed since traumatisation and the effects of many possible 
confounding factors that could have occurred in 50 and 30 years respectively. 
Nevertheless, both of these studies found shame-proneness to be significant factor related 
to the development and maintenance of PTSD while guilt-proneness was observed to be 
related to adaptive coping after psychological trauma.  
In addition, the study by Bratton (2010) examined the relationships between guilt-
proneness, shame-proneness, trait anger and PTSD symptoms in a sample of 202 
undergraduate psychology students. The sample was divided into 3 groups: trauma-PTSD 
group, trauma-no PTSD group, and a no trauma group. Results indicated that the PTSD 
group and the no trauma group reported higher levels of shame than the trauma-no PTSD 
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group. The PTSD group also reported higher levels of anger than the no trauma and 
trauma-no PTSD groups. There were no reported group differences on guilt-proneness. 
Measures of anger and shame were the significant predictors of PTSD symptom severity, 
with anger being the strongest predictor. Results indicated that shame and anger were 
important emotional components of the trauma response in this study while guilt appeared 
to be less important. Similar findings were found in a study by Street and Arias (2001), 
who found that shame-proneness significantly predicted PSTD symptomatology in a 
sample of battered women, while guilt-proneness was not a significant predictor of PTSD 
symptomatology.  
However, another study by Henning and Freuh (1997) found that guilt was 
positively related to PTSD symptom severity. They employed a sample of 40 veterans 
who had been diagnosed with PTSD. Results from this study indicated that guilt severity 
was related to severity of PTSD symptoms. More specifically, guilt was positively related 
to PTSD symptoms of reexperiencing and avoidance. The authors noted that these 
relationships were independent of trait guilt and combat exposure. These results suggest 
that a person‟s tendency to react with guilt (guilt proneness or trait guilt) may not correlate 
with their actual reactions to a particular situation (e.g., combat guilt). 
Therefore, the available research has indicated that traumatic events can result in 
survivors feeling guilt and/or shame (Andrews et al., 2000; Leskela et al., 2002; Magwaza, 
1999). The Bosnian people, in particular, have been exposed to multiple and prolonged 
traumas (Momartin et al., 2003). These traumatic experiences often included torture, 
rapes, humiliation, detention and denial of basic human rights and have been linked to 
feelings of powerless, feelings of personal insufficiency and loss of self-esteem (Carballo 
et al., 2004). Given that shame involves negative evaluation of the entire self and feelings 
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of worthlessness and powerlessness, it would seem likely that these experiences have left 
Bosnian people prone to feelings of shame.   
Guilt in refugees could manifest itself in a number of ways. They could be 
experiencing guilt for surviving when their friends or family did not (Stone, 1992), guilt 
for leaving the country and leaving loved ones behind, or guilt relating to their actions in 
the desperate time of war. The relationship between PTSD and guilt is not clear in the 
research literature. Some studies suggest that proneness to guilt could be adaptive in the 
aftermath of trauma and could assist victims in their recovery process (Leskela et al., 
2002). This is hypothesised to be mainly because guilt focuses on avoidability of future 
trauma and might prompt one towards reparative action (Weinberg, 1995). 
Therefore, in accordance with the research findings, it could be hypothesised that 
Bosnian refugees would be prone to the feelings of shame and guilt. Previous research has 
shown that shame and guilt, although related, have differential relationship with PTSD, 
with shame being related to higher PTSD symptomatology and guilt being negatively 
related to PTSD symptomatology. Therefore, it seems likely that Bosnian refugees who 
are prone to feelings of shame would be experiencing higher levels of PTSD 
symptomatology. On the other hand, it could also be hypothesised that the proneness to 
guilt would be negatively related to PTSD symptomatology in the current sample.   
 
Shame and guilt-proneness in posttraumatic growth. The role of shame or guilt 
in the development of posttraumatic growth has not been investigated. The proneness to 
feelings of shame and guilt have been noted in individuals who experienced war related 
traumas, including war veterans (Leskela et al., 2002, Wong & Cook, 1992) and survivors 
of trauma and torture (Magwaza, 1999). However, it remains unclear whether the 
proneness to feelings of shame and guilt following traumatic experiences are related to 
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posttraumatic growth. This study will aim to investigate the relationship between shame 
and guilt-proneness and posttraumatic growth.  
The literature indicates that shame is maladaptive in the aftermath of trauma; 
hence, it is possible that proneness to shame might be an important factor that 
distinguishes people who experience posttraumatic growth from those who do not. 
Researchers have identified some themes in the experience of shame which seem to be 
prominent after traumatic experiences (Andrews et al., 2000; Wong & Cook, 1992). These 
include being humiliated, being unable to defend oneself, and feeling inferior or alienated.  
These experiences are likely to have left survivors prone to feelings of shame and seem 
likely to impede the process of posttraumatic growth. Given that posttraumatic growth 
entails increased sense of personal strength and closer relationships with others, as well as 
increased appreciation for life and new possibilities in life, it would appear likely that 
those people who are prone to shame would experience lower levels of posttraumatic 
growth. Therefore, it was hypothesised, in the current study, that the proneness to shame 
would be negatively related to posttraumatic growth.  
Whether guilt is only adaptive in the recovery process and bringing a person back 
to his or her normal level of functioning, or whether guilt could be related to the 
development of posttraumatic growth is unknown. Given that guilt is concerned with the 
negative evaluation of the specific behaviours, rather than the entire self, it might lead a 
person towards reparative action, such as getting involved in a helping profession and 
caring for those who have experienced grief and loss, and in turn to finding new 
possibilities in life, compassion and new close and meaningful relationships with other 
people, all of which constitute growth. Therefore, it is hypothesised, in the current study, 
that proneness to guilt would be positively associated with posttraumatic growth.   
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World Assumptions 
Posttraumatic stress disorder and world assumptions. World assumptions is the 
term used to refer to ideas and assumptions that give people a norm or standard against 
which life experiences are interpreted (Matthews & Marwit, 2006). A traumatic event is 
thought to contradict positively biased assumptions and reveal personal vulnerability. It is 
argued that the process of adjustment includes a revision of schemas to either assimilate or 
accommodate the event into a more realistic assumptive world (Janoff-Bulman, 1992). 
World assumptions have been investigated in many different populations, including crash 
victims (Jeavons & Godber, 2005; Solomon, Icanu & Tyano, 1997), torture survivors 
(Magwaza, 1999), sexual assault victims (Ullman, 1997), holocaust survivors (Prager & 
Solomon, 1995) and refugees (Mooren & Kleber, 2001). The studies have shown some 
mixed results. A number of studies have indicated that exposure to a traumatic event is 
associated with beliefs about the benevolence of the world, meaningfulness of the world 
and benevolence of others (Mooren & Kleber, 2001; Solomon et al., 1997). Studies have 
also shown that a traumatic event is experienced differently by each survivor and that the 
degree of exposure has a major impact on the long term consequences (Solomon et al., 
1997). 
A study by Solomon et al. (1997) investigated the extent to which world 
assumptions are challenged in a sample of 389 survivors of a bus-train collision. The 
sample comprised of four groups varied according to their exposure to the traumatic event. 
The study showed that the exposure to a traumatic event was associated with beliefs about 
the benevolence of the world, justice and luck. Participants in the high exposure group 
reported perceiving the world as less just and less benevolent and saw themselves as 
having less luck than the subjects who had low level of exposure to the event. However, 
the study did not find differences in self-worth or belief in the benevolence of other 
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people. The authors suggested that this finding could be due to the specifics of the 
accident. The suddenness of the accident and lack of malice might have influenced the 
survivors to perceive it as a natural disaster. Hence, the event was more likely to be seen 
as an act of God which hurts everyone similarly, rather than an act of malice directed at 
oneself or for which one is somehow responsible, leaving the attributions about the 
benevolence of others, and self-worth intact (Solomon et al., 1997). Conversely, a study 
by Frazier et al. (2001) demonstrated that with sexual assault, which involves intentional 
harm directed at oneself, the perceptions about the benevolence of others, safety and 
justice appear all to be negatively affected. Moreover, these assumptions continue to be 
affected one year after the assault. Given that with Bosnian refugees, harm was directed at 
them and was intentional, it is likely that their perceptions about the benevolence of 
others, justice and self-worth would be affected in a negative way. 
The invalidation of basic assumptions seems to persist for a long time (Mawgaza, 
1999). This was certainly indicated in the study of traumatised South Africans who were 
unable to rebuild shattered assumptions 10 years after the traumatisation. Likewise, 
Holocaust survivors assessed 50 years following their traumatic experience still perceived 
a world as less benevolent than non-survivors (Prager & Solomon, 1995). However, 
Holocaust survivors perceived the world to be more meaningful than non-survivors, 
indicating that they have somewhat worked through their traumatic experience. In 
addition, their self-worth did not differ from non-survivors providing further indication 
that the cognitive schemas have been somewhat integrated. 
In contrast, the study by Jeavons and Godber (2005) with 72 road crash victims 
found only a modest negative relationship between trauma scores and world assumption 
scales and this relationship gradually declined as time went on with no relationship by 12 
months. It should be noted however, that many participants in this study were not 
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seriously injured and would have recovered by the time the study was conducted. It may 
be possible that the trauma experienced by these road crash victims was not severe enough 
to seriously threaten or shatter one‟s world assumptions. Hence, it seems that the 
shattering of assumptions as well as the likelihood and time needed for rebuilding of 
assumptions is dependent on the severity of the traumatic experience. In addition, factors 
such as duration and number of traumatic experiences, circumstance surrounding the 
trauma such as whether the trauma was intentionally inflicted and who was the perpetrator 
of the traumatic event are all likely to play a role in how the victim processes the trauma 
and deals with the aftermath of trauma. Similarly, the research literature points to the 
differences in PTSD levels and posttrauma adjustments following the experiences of 
different trauma types (Hapke, Schumann, Rumpf, John, & Meyer, 2006; Shakespeare-
Finch & Armstrong, 2010). Therefore, the generalisations across different kinds of 
traumatic events, such as war and road crashes, would be inaccurate and misleading. Since 
the majority of Bosnian refugees have been exposed to prolonged, multiple and severe 
traumatic experiences, it is likely that their assumptions would be shattered and would 
take a long time to be rebuilt. 
 
Posttraumatic growth and world assumptions. World assumptions are also 
thought to play a role in the development of posttraumatic growth. A core premise of 
Tedeschi and Calhoun‟s model of posttraumatic growth is that growth occurs when an 
adverse life event challenges or even shatters a person‟s cognitive schemas of the world 
and self. Growth is considered to be an outcome of the processes employed to adapt to the 
event and incorporate it into a revised world view (Tedeschi & Calhoun, 2004). In line 
with the assumptive world hypothesis the potential for growth appears to be somewhat 
dependent on the degree of positive bias in a person‟s pre-trauma assumptions and the 
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degree to which they are challenged by the event. Currently there is a relative lack of 
evidence examining associations between posttraumatic growth and assumptive world 
beliefs. A study by Bayer, Lev-Wiesel and Amir (2007) found a moderate positive 
relationship between world assumptions and growth in a sample of 274 university and 
college students. However, this study did not differentiate between different assumptions.  
In another study by Engelkemeyer and Marwit (2008), which used a sample of 111 
bereaved parents, the beliefs about self-worth were related to posttraumatic growth scores 
with more negative beliefs about self-worth being negatively correlated with growth. On 
the other hand, the meaningfulness of the world and the benevolence of the world were not 
related to growth. In addition, in the regression model, they found that self-worth was the 
strongest predictor of growth after accounting for time passed since loss, while grief 
intensity, the belief in the benevolence, and the meaningfulness of the world were not 
significant predictors of growth. As noted by the authors, the loss of a child is likely to 
have the most profound effects on parents‟ beliefs about themselves as they struggle to 
redefine their role as parents, re-evaluate their life and reorganise their priorities after they 
have been stripped of their responsibilities of raising a child (Engelkemeyer & Marwit, 
2008). Hence, it was suggested that this re-evaluation may be the source of growth 
following bereavement. The lack of association between the belief in the benevolence and 
the meaningfulness of the world with growth in this study seems to suggest that for 
bereaved parents the assumptions about the meaningfulness and benevolence of the world 
were not challenged by the events as much as the beliefs about self-worth. Hence, it was in 
the domain of self-worth where most of the cognitive processing of the trauma and 
rebuilding of assumptive world took place and has resulted in growth. In addition, the 
deaths of children occurred for various reasons including homicide, accident and illness. 
The study did not investigate whether the circumstances surrounding the death had a 
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differential impact on world assumptions. It might be possible that for parents whose child 
was killed in an accident, the assumptions about the meaningfulness of the world have 
been challenged, whereas for parents whose child was murdered, the assumptions about 
self-worth and benevolence of the world have been impacted. As discussed earlier, it is 
hypothesised that for Bosnian refugees all three assumptions would be challenged as a 
result of war-related trauma. In addition, it seems likely that all three assumptions will be a 
source of growth for Bosnian refugees and it is hypothesised that all three assumptions 
will be positively associated with growth.  
Another study by Carboon et al. (2005) investigated longitudinally the contribution 
of each of the world assumptions to posttraumatic growth in a sample of 62 adults 
undergoing treatment for cancer (Carboon et al., 2005). The world assumptions and 
posttraumatic growth were measured during the treatment and following treatment 
completion which was on average 5 months after initial measurement. The world 
assumptions did not significantly change during and after treatment measurements. 
Participants may have already experienced change in their assumptive worlds prior to the 
assessment; nonetheless the findings provide some evidence for the stability of 
assumptions over the course of a highly stressful life event. However, it should also be 
noted that the time between the first and second data collection was relatively short for any 
significant changes in assumptions to be noted. Hence, more research is needed before 
concluding the researchers‟ findings about the stability of world assumptions. The results 
of the analyses, however, indicated that world assumptions did predict growth. Two 
assumptions that positively predicted growth were the ones that are concerned with 
predictability of the world, namely, justice (the belief that people usually get what they 
deserve) and luck (the belief that things usually work out well). The negative predictors 
were beliefs about self, including self worth and self control. No association was found 
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between beliefs in the benevolence assumption and growth, indicating that cancer 
diagnoses might not challenge beliefs about the frequency of bad and good events in life 
(Carboon et al., 2005). As suggested by Carboon et al. (2005), it might be possible that for 
people who believe the world operates according to justice principles, the occurrence of a 
highly adverse event has negative implications for self, for example, “this bad thing has 
happened to me because I am a bad person or because I did something to deserve it”. 
However, if a negative event can be reappraised as ultimately positive, for instance 
through perceptions of growth, then justice beliefs can be maintained with no negative 
connotation for self-worth (Carboon et al., 2005). Luck, or the belief that things usually 
work out well regardless of the circumstances, can also provide a strong sense of 
predictability in uncontrollable circumstances (Carboon et al., 2005). The need to maintain 
a sense of predictability during a period of great uncertainty appears a strong motivation 
for perceptions of growth. 
Most recently, Cann et al. (2010) conducted three studies using psychology 
students in two, and leukemia patients in a third study, investigating the utility of the Core 
Beliefs Inventory (CBI) in predicting posttraumatic growth in cross-sectional and 
longitudinal designs. The Core Beliefs Inventory (Cann et al., 2010) is a short measure of 
distruptions of the assumptive world. This was the only study to date that actually 
quantified the distruptions to one‟s assumptive world as a result of experiencing trauma. 
According to the theoretical model of posttraumatic growth, a certain level of distruption 
and re-examination of one‟s assumptive world is necessary for growth to occur. In their 
first cross-sectional study with 181 undergraduate students, they found that the distruption 
of core beliefs was positively associated with posttraumatic growth, stressfulness at the 
time of the event and current stressfullness. In the second study, the relationships between 
the disruption of core beliefs, traumatic stress reactions, and well-being were examined in 
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a cross-sectional sample of 297 undergraduate students, and then, using a longitudinal 
assessment of a sub-sample of 85 participants. The CBI responses and ratings of 
psychological impact in the immediate aftermath of a stressful event were used to predict 
subsequent reports of PTG and well-being. They found that both stressfulness of the event 
and the degree of distruption of core beliefs were independant predictors of later 
posttraumatic growth. The third study was a conceptual replication of the second study 
using a sample of 81 acute leukemia patients undergoing chemotherapy. In the cross-
sectional analysis, greater disruption of core beliefs was, once again, associated with 
greater posttraumatic growth. When assessing the impact of initially reported disruption of 
core beliefs on subsequent posttraumatic growth, the results confirmed the findings from 
the second study that distruption in core beliefs was useful in predicting subsequent levels 
of posttraumatic growth (Cann et al., 2010). The pattern of relationships identified in the 
three studies described demonstrated that the disruption of core beliefs, as indicated by 
reported re-examination of these beliefs, was strongly related to reported posttraumatic 
growth. In all samples, higher reported levels of examining core beliefs were predictive of 
greater experiences of posttraumatic growth even when controlling for other variables. 
The results from the longitudinal parts of second and third study were especially important 
because the potential bias associated with attempting to recall one‟s experience of 
examining core beliefs was eliminated, as was the issue of being asked to report both 
examination of core beliefs and posttraumatic growth at the same time (Cann et al., 2010). 
Reported examination of core beliefs in the time soon after the stressful experience was 
reliable as a predictor of posttraumatic growth experienced later. In addition, the results of 
the regression analysis in the second study demonstrated that both higher levels of 
negative symptomatology following a stressful experience, and higher levels of core 
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beliefs examination were associated with increased experience of posttraumatic growth 
(Cann et al., 2010). 
Hence, although the evidence examining the association between world 
assumptions and growth is sparse and further investigation is necessary, it appears that the 
re-examination of world assumptions after the traumatic event is important for 
development of posttraumatic growth. It would be difficult to predict how world 
assumptions might be affected in the war affected Bosnian refugees. Given the severity of 
the event and the nature of it, it seems likely that all assumptions would be impacted. 
Whether they are able to rebuild their assumptions and which ones they tend to rebuild 
would be difficult to predict given the dearth of research in this area and contradictory 
evidence in the existing research. It might be possible that their arrival in a relatively 
stable environment, such as Australia, may have assisted refugees in the rebuilding of their 
assumptions, in particular when it comes to the belief in the benevolence of other people 
and the meaningfulness of the world. Given the available research, it is hypothesised in the 
current study that there will be a positive relationship between world assumptions and 
reported posttraumatic growth in people who were able to rebuild their assumptions. 
 
Coping Strategies 
Relationship with posttraumatic stress disorder. Research consistently indicates 
that the coping strategies one uses moderate the relationship between stressful events and 
the development of subsequent psychological symptoms (Brewin et al., 2000; Bombardier, 
D‟Amico & Jordan, 1990; Bryant, Marosszeky, Crooks, Baguley & Gurka, 2000; Higgins 
& Endler, 1995; Solomon, Mikulincer & Flum, 1988). For instance, it has been suggested 
that problem-focused strategies, as well as seeking social support, generally predict better 
recovery from stressful events (Brewin et al., 2000; Higgins & Endler, 1995; Solomon et 
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al., 1988), whereas emotion-focused strategies, such as avoidance, self-blame and wishful 
thinking, tend to be associated with greater psychological distress (Bombardier et al., 
1990; Bryant et al., 2000; Higgins & Endler, 1995; Solomon et al., 1988). 
For instance, a study by Higging and Endler (1995) investigated the relationship 
between physical and psychological distress, stressful life events and three styles of coping 
including emotion-focused coping, task-oriented coping and avoidance-oriented coping on 
a sample of 205 undergraduate students. They found that emotion-focused coping 
predicted physical and psychological distress for both men and women. On the other hand, 
they found that task-oriented coping negatively predicted physical and psychological 
distress, however, this was true for men only. With respect to avoidance-oriented 
strategies, distraction was found to be positively correlated with physical and 
psychological distress for both men and women, whereas social diversion was negatively 
correlated with psychological distress for both genders indicating the importance of social 
support in the time of stressful life events.  
The study by Bombardier et al. (1990) found somewhat different results with 101 
participants who were coping with different chronic medical conditions. They found that 
using problem-focused strategies was unrelated to illness adjustment.  However, similarly 
to Higgins and Endler‟s (1995) results, they found that emotion-focused coping including 
self-blame, wishful thinking and avoidance was related to poorer psychosocial adjustment 
and depression.  
With respect to PTSD and coping, a study by Solomon et al. (1988) with a sample 
of 255 Israeli soldiers found that the symptoms of PTSD were positively related to 
distancing and emotion-focused coping, whereas problem-focused coping was related to 
less severe PTSD. The results also indicated an interaction effect of negative life events 
and coping on PTSD. The increase of PTSD as a function of negative life events was 
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greater among participants who relied heavily on distancing and emotion-focused coping. 
This might be due to the possibility that participants with PTSD have appraised that 
nothing can be done to alleviate their distress, hence, they used emotion-focused strategies 
to manage their distress. The uncontrollability of the situation might have led participants 
with PTSD to use emotion-focused strategies rather than problem-focused strategies. This 
is consistent with Folkman and Lazarus‟s (1980) argument that individuals who attribute 
bad events to uncontrollable causes might believe that active coping responses are 
inadequate to deal with these stressful events and thus might use less problem-focused 
strategies than people who attribute bad events to controllable causes.  
In a similar fashion, it has been suggested that the coping styles individuals adopt 
to deal with stressful situations may differ depending on the nature of their world 
assumptions (Goldenberg & Matheson, 2005). In line with this hypothesis, it appears 
likely that those who view the world as meaningful, predictable and controllable would be 
more likely to use problem-focused coping strategies, in comparison to those who believe 
that the world is random and uncontrollable. Likewise, those who believe that others are 
benevolent may be more likely to seek social support in times of stress than individuals 
who view others as malevolent and uncaring. On the other hand, individuals who hold 
negative world assumtpions may be more likely to use maladaptive coping strategies. For 
instance, avoidance and wishful thinking may be used in dealing with stressful situations 
in a world that is thought to be unfair and unpredictable. Similarly, self-blame might be a 
common approach if the self is believed to be unworthy or incapable of protection 
(Goldenberg & Matheson, 2005).  
In line with this argument, Goldenberg and Matheson (2005) conducted a study 
with a community sample of 95 trauma survivors in order to assess whether coping styles 
mediate the relationship between world assumptions and PSTD. They found that 
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participants who had more positive world assumptions reported having less PTSD 
symptoms and tended to use more active coping strategies and less passive coping 
strategies. In addition, the use of active coping strategies was not related to elevated levels 
of PTSD, whereas passive coping strategies were related to elevated PTSD symptoms, 
indicating the maladaptiveness of these strategies (emotion-focused coping and 
avoidance). They also found that the use of passive coping strategies mediated the 
relationship between world assumptions and the extent of PTSD symptomatology. This 
finding seems to be consistent with the importance placed on appraisal processes within 
the models of stress and coping (Lazarus & Folkman, 1984). 
Hence, the evidence indicates that the relationship between stressful life events and 
PTSD seems to be mediated through the coping styles one adopts to deal with the stressful 
event and that more active coping strategies such as problem-focused strategies and 
seeking social support generally predict better recovery from stressful events. However, 
controllability of the event seems to influence this relationship in a way that when events 
are appraised as controllable, problem-focused coping tends to be more adaptive, but when 
a situation is appraised as uncontrollable, emotion-focused coping seems to be more 
adaptive. In a similar way, the nature of one‟s assumptions about the world and self 
appears to mediate the relationship between coping and psychological distress in a way 
that people with more negative world assumptions tend to use more passive coping 
strategies and experience more psychological distress. 
In addition, shame has also been linked with a number of coping strategies which 
can be seen as maladaptive. For instance, a study by Qian, Liu and Zhang (2003) with 100 
college students found that students who were shame-prone were more likely to use 
withdrawal, hiding of feelings, praying and waiting for change in order to cope with a 
stressor when compared with students who were low on shame-proneness. The low shame 
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prone students preferred to seek social support. In another study, shame was related to 
maladaptive coping strategies of escape-avoidance and distancing (Lutwak, Ferrari & 
Cheek, 1998). The evidence also indicates that individuals who blame themselves are less 
likely to use coping strategies that involve making use of friends and family (Joseph, Yule 
& Williams, 1993). Therefore, it might be possible that the relationship between shame 
and PTSD is mediated through the use of passive coping strategies, such as avoidance, 
self-blame, denial or behavioural disengagement.  
 
Relationship between coping strategies and posttraumatic growth. Coping 
theory (Lazarus & Folkman, 1984) has traditionally focused on coping processes that help 
manage or reduce aversive states. With the increased evidence of the possibility of both 
positive and negative psychological states as a result of coping with trauma, the coping 
process needs to consider the positive states as well. According to Tedeschi and Calhoun 
(1995), the re-building of world assumptions and the struggle with the trauma, encourages 
survivors to generate coping behaviours which lead them to perceive negative events as 
somewhat beneficial. In regards to coping strategies, some of them are considered to be 
associated with more positive growth, whereas others are considered to lead to more 
negative consequences. A positive relationship has been found between posttraumatic 
growth and the coping strategies of positive reinterpretation (Collins et al., 1990; Park et 
al., 1996), acceptance (Brooks & Matson, 1982; Park et al., 1996), religious coping 
(Aldwin et al., 1996; Folkman, 1997; Koenig et al., 1998; Kesimci et al., 2005; Park & 
Cohen, 1993), problem-focused coping (Folkman, 1997; Koenig et al., 1998; Kesimci et 
al., 2005; Rosner & Powell, 2006) active coping (Armeli, Gunthert & Cohen, 2001; 
Collins et al., 1990) emotion-oriented coping (Rosner & Powell, 2006) and avoidance 
coping (Rosner & Powell, 2006) .   
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The research consistently highlights the importance of problem-focused coping 
strategies in posttraumatic growth (Folkman, 1997; Kesimci et al., 2005). For instance, a 
study by Folkman (1997) with caregivers of their homosexual partners affected with AIDS 
found that caregivers, along with negative states, were able to experience high levels of 
positive states during the course of caregiving and bereavement. Four types of coping 
processes were associated with positive psychological states during caregiving and 
bereavement including positive reappraisal, goal-directed problem-focused coping, 
spiritual beliefs and practices and the infusion of ordinary events with positive meaning. 
The author believed that it is possible that through these processes and using these coping 
strategies that an individual can find meaning in the experience by interpreting the 
situation in terms of deeply held values and beliefs, by revisiting the beliefs which foster 
meaning in terms of a sense of purpose and control and by activating spiritual beliefs and 
experiences and finding existential meaning. All of these outcomes described here would 
constitute growth in Tedeschi and Calhoun‟s (1996) terms. This study provides some 
evidence that growth occurs through the use of coping strategies and in particular 
problem-focused strategies.    
Another study by Kesimci et al. (2005) found similar results. They investigated the 
relationship between gender, stressfulness of the event, coping strategies and stress-related 
growth in a sample of 132 Turkish undergraduate students. The findings indicated that 
there was a positive relationship between severity of the event and stress-related growth. 
They also found that problem-oriented coping and fatalistic coping were positively 
associated with stress related growth.  The authors argued that being actively involved 
with the problem might result in the improvement in self-efficacy and self-confidence and 
with it the likelihood of achieving growth. Also, problem-oriented coping following 
stressful events might lead to growth with the reconstruction of existing schemas through 
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positive interpretation. In regards to fatalistic coping being positively associated with 
growth, the authors argued that it resembles the characteristics of religious beliefs and 
might be related to the cultural factors, such as beliefs of this sample including the belief 
that if God allowed this event to happen, then in the long run there may be some positive 
consequences. These results were conformed in another study by Karanci and Acarturk 
(2005) who also found that probem-focused and fatalistic coping was predictive of 
posttraumatic growth among survivors of Marmara earthquake. 
More active coping strategies including problem-focused strategies as well as 
emotion-focused strategies such as venting and seeking emotional support seem to be 
positively related to growth in contrast to more passive coping strategies such as denial, 
substance abuse or behavioural disengagement. For instance, a study by Armeli et al. 
(2001) used cluster analytic techniques with a sample of 919 adults and university students 
and they found that stress-related growth was highest for individuals who reported highly 
stressful events for which they had adequate coping resources and for which they used 
adaptive coping strategies. Adaptive coping strategies included problem-focused coping, 
venting, turning to religion, acceptance, positive reinterpretation and seeking emotional 
support. This study supports the argument that the occurrence of a severely traumatic 
event (Tedeschi & Calhoun, 2004) and also the use of adaptive active coping strategies are 
important components of growth. On the other hand, individuals who experienced 
moderate to highly stressful events, but reported low levels of coping and support 
resources and used high levels of maladaptive passive coping strategies such as 
behavioural disengagement, substance abuse, denial and distraction reported significantly 
less growth. Similarly, individuals who reported events that were not perceived as very 
threatening and used adaptive coping strategies reported significantly less growth than 
individuals who experienced highly stressful events and used adaptive coping strategies, 
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mainly acceptance strategy. This finding seems in line with Tedeschi and Calhoun‟s 
(2004) argument that in order for growth to occur the events needs to be threatening 
enough to challenge one‟s assumptions about the world and self.    
Similarly, Linley and Joseph (2004) in their review of the literature on 
posttraumatic growth identified a number of coping strategies that were consistently 
positively associated with posttraumatic growth, all of which could be considered to be 
active. These strategies included problem-focused coping, positive reinterpretation and 
positive religious coping as well as emotion-focused coping, including emotional social 
support. Similar results have been found with Bosnian refugees and internally displaced 
people which showed that the total score on growth was positively related with problem-
focused coping, emotion-focused coping and avoidance-oriented coping as well as the 
total coping score (Rosner & Powell, 2006). When it comes to dimensions of growth, 
relating to others was most strongly related to all coping subscales. These correlations 
were found to be of small and medium size, hence confirming the argument by Tedeschi 
& Calhoun (2004) that growth is not another coping mechanism.  
Since the majority of Bosnian refugees would have experienced moderate to highly 
traumatic events, it would seem that the degree of growth reported in this sample would be 
dependent on the coping strategies they use to cope with the events. As the events they 
experienced during the war were largely out of their control, the use of emotion-focused 
strategies as well as problem-focused strategies can be expected. In addition, emotion-
focused strategies, such as rumination or frequent thinking about the trauma and its 
consequences, might also be important for growth to occur. Although rumination is 
thought to increase the psychological distress, it is also thought to be important for growth 
to occur (Calhoun, Cann, Tedeschi, & McMillan, 2000; Cordova et al., 2001; Tedeschi, 
1999) as it enables disengagement from old schemas (Tedeschi, 1999). Therefore, it was 
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hypothesised that the individuals who use more active and adaptive strategies would report 
more growth than the individuals who use more passive and maladaptive coping strategies. 
 
Aims of the Study 
Summary and aims of the current study. The notion of posttraumatic growth in 
the psychological literature is relatively new and although the research in this area is 
growing, there are still significant gaps in the posttraumatic growth literature. This is 
mostly true when it comes to the variables that are associated with growth and influence 
whether a person is able to experience growth following trauma. The overall aim of the 
current study is to investigate the role of guilt and shame-proneness, world assumptions 
and coping strategies in PTSD and posttraumatic growth in Bosnian refugees in Australia.  
To date, no research has fully addressed the role of shame and guilt-proneness 
following the traumatic experience in the posttraumatic growth literature. Feelings of 
shame and guilt have been found among people who experienced war-related traumas 
(Leskela et al., 2002, Magwaza, 1999; Wong & Cook, 1992). Shame seems to be 
associated with increased PTSD symptomatology, indicating that shame is maladaptive in 
the aftermath of trauma (Leskela et al., 2002; Andrews et al., 2000; Wong & Cook, 1992).  
The relationship between guilt and PTSD is less clear (Fontana et al., 1992; Kubany et al., 
1997; Leskela et al., 2002; Lowinger & Solomon, 2004). Some studies suggest that guilt 
could be adaptive in the aftermath of trauma and could assist victims in their recovery 
process (Leskela et al., 2002).  
Whether shame and guilt-proneness can be associated with posttraumatic growth is 
unknown. It might be possible that shame-proneness is an important factor that hinders the 
development of posttraumatic growth. Since Bosnian refugees have been exposed to many 
events that are likely to result in them feeling humiliated and worthless, it is likely that 
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Bosnian refugees, like many other traumatised groups, may be experiencing high levels of 
shame. Hence, this study aims to investigate the relationship between shame-proneness 
and posttraumatic growth in Bosnian refugees. Given that posttraumatic growth entails 
increased sense of personal strength and closer relationships with others, as well as 
increased appreciation for life and new possibilities in life, it would appear likely that 
people with high proneness to shame would experience lower levels of posttraumatic 
growth. 
Bosnian refugees could be experiencing survivor guilt (Stone, 1992), guilt for 
fleeing the country, or guilt relating to their actions in the time of war. Whether the guilt is 
only involved in the recovery process or whether guilt could be associated with 
posttraumatic growth is unknown. This study will investigate the relationship between 
guilt-proneness and posttraumatic growth. Given that guilt relates to the negative 
evaluation of specific behaviours, rather than the entire self, it might lead a person towards 
reparative action, such as getting involved in a helping profession and caring for those 
who have experienced grief and loss, and in turn to finding new possibilities in life, 
compassion and new meaningful relationships with other people, all of which constitute 
growth. It might be possible that individuals who feel proneness to guilt, as opposed to 
shame, would report higher levels of posttraumatic growth. 
Traumatic experiences are thought to shatter one‟s perceptions about the world, 
others and self. A number of studies have found a negative relationship between world 
assumptions and PTSD (Mooren and Kleber, 2001; Solomon et al., 1997). World 
assumptions are also thought to play a role in the development of posttraumatic growth. 
Growth occurs while one is struggling with the aftermath of trauma and rebuilds those 
assumptions in a way that integrates the information about trauma. Although sparse, the 
literature indicates that the world assumptions of those who experience posttraumatic 
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growth are more positive than world assumptions of those who do not experience growth 
(Bayer et al., 2007; Carboon et al., 2005). This study aims to investigate the relationship 
between world assumptions and posttraumatic growth in a sample of Bosnian refugee. The 
nature of the Bosnian war, in particular the fact that it was a man-made disaster, and the 
severity and brutality of traumatic experiences of the Bosnian people, seem to be 
important factors that could influence their world assumptions. It is predicted that Bosnian 
people would be experiencing disruptions in all three assumptions. The level of 
posttraumatic growth in Bosnian refugees is likely to be dependent on the degree to which 
Bosnian people were able to rebuild those assumptions. It might be possible that by 
coming to Australia, Bosnian people were able to rebuild their assumptions about the 
benevolence of other people and about the justice and predictability of the world. It would 
also seem likely that people who were able to rebuild their assumptions would be 
reporting higher levels of posttraumatic growth. Hence, one of the aims of this study is to 
investigate the nature of world assumptions in Bosnian people 16 years after the trauma as 
well as the relationship between these assumptions and levels of posttraumatic growth. 
In addition, the coping strategies used seem to moderate the relationship between 
stressful events and the development of subsequent psychological symptoms (Brewin et 
al., 2000; Higgins and Endler, 1995; Solomon et al., 1988). For instance, it had been 
indicated that problem-focused strategies, as well as seeking social support, generally 
predict better recovery from stressful events, whereas emotion-focused strategies, such as 
avoidance, self-blame and wishful thinking, tend to be associated with greater 
psychological distress (Bombardier et al., 1990; Higgins & Endler, 1995). When it comes 
to posttraumatic growth, research has found that some coping strategies are related in a 
way that appears adaptive and related to more positive growth. For instance, the positive 
relationship has been found between posttraumatic growth and a number of coping 
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strategies such as problem-oriented coping, venting, turning to religion, acceptance, 
positive reinterpretation and seeking emotional support (Armeli et al., 2001; Collins et al., 
1990; Linley & Joseph, 2004; Kesimci et al., 2005; Rosner & Powell, 2006).  
This study aims to investigate the coping strategies used by Bosnian refugees and 
whether particular coping strategies are related to posttraumatic growth. It is hypothesised, 
in concurrence with the research literature, that greater use of more active strategies such 
as positive reinterpretation, seeking emotional support, religious coping, problem-focused 
coping as well as adaptive emotion-focused coping such as venting, would be related to 
higher levels of growth. It is also hypothesised that more passive strategies such as 
substance abuse, avoidance, denial and behavioural disengagement are likely to be 
negatively related to posttraumatic growth.  
 
Hypotheses 
Hypothesis one. Posttraumatic growth is thought to be a construct that is mostly 
pertinent to adolescents and adults rather than children as it requires one to have already 
established set of schemas that are shaken and re-examined as a result of experiencing 
trauma (Tedeschi & Calhoun, 2004). It is also considered that younger adults are more 
likely to experience growth then much older adults as they are more likely to be open to 
learning and changing as a result of trauma (Tedeschi & Calhoun, 2004). Some studies 
have indicated that there is no relationship between age at the time of trauma and 
posttraumatic growth (Collins et al., 1990; Krizmanic & Kolesaric, 1996; Polatinsky & 
Esprey, 2000; Tedeschi & Calhoun, 1996).  However, the age range in these studies was 
much more limited than in the present study. Other studies have found that age had a 
strong effect on posttraumatic growth, with younger participants reporting more growth 
than older participants (Bellizzi, 2004; Pietrzek el al., 2010; Powell et al., 2003). 
   
81 
 
Therefore, it is hypothesised in the present study that younger participants will report 
higher levels of posttraumatic growth than participants who were older at the time of 
trauma. 
 
Hypothesis two. The majority of previous studies have reported small to moderate 
gender differences in posttraumatic growth, with females reporting more growth than 
males (Bates et al., 2004; Park et al., 1996; Tedeschi & Calhoun, 1996). Other studies 
reported no gender differences in posttraumatic growth (Polatinsky & Esprey, 2000; 
Powell et al., 2003). Therefore, it is hypothesised in the present study that female 
participants will report higher rates of posttraumatic growth than male participants. 
 
Hypothesis three. Previous studies have indicated that shame-proneness is 
associated with increased PTSD symptomatology and is maladaptive in the aftermath of 
trauma (Leskela et al., 2002; Andrews et al., 2000; Wong & Cook, 1992). Therefore, it is 
hypothesised that shame-proneness will be positively associated with the PTSD symptom 
severity in the present study. 
 
Hypothesis four. Leskela et al. (2002) found that guilt-proneness is associated 
with fewer PTSD symptoms. This finding is in accordance with Janoff-Bulman‟s (1992) 
assertion that the blame directed at a specific behaviour could be adaptive in the aftermath 
of trauma. Therefore, it is hypothesised in the present study that guilt-proneness will be 
negatively related to the PTSD symptom severity. 
 
Hypothesis five. The relationship between shame-proneness and posttraumatic 
growth has not been previously investigated. Given that shame entails avoidance, 
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humiliation, and feelings of worthlessness and powerlessness, it seems likely that shame 
will be negatively associated with posttraumatic growth. Therefore, it is hypothesised that 
shame-proneness will be negatively related to posttraumatic growth.  
 
Hypothesis six. Although no previous studies have investigated the role of guilt-
proneness in posttraumatic growth, it seems likely that guilt-proneness will be associated 
with higher levels of posttraumatic growth. This hypothesis is based on research indicating 
that guilt seems to focus on specific behaviours and is likely to be linked with sense of 
remorse and regret which might prompt reparative action such as getting involved in 
helping professions or caring for others. Guilt is also thought to be related to increased 
empathy (Tangney, 1990; 1991) which might lead to finding new meaningful relationships 
with other people and increased compassion. Therefore, it is hypothesised that guilt-
proneness will be positively related to posttraumatic growth. 
 
Hypothesis seven. Previous studies have documented a negative relationship 
between world assumptions and PTSD symptomatology (Magwaza, 1999; Mooren & 
Kleber, 2001; Solomon et al., 1997). Therefore, it is hypothesised in the present study that 
world assumptions will be negatively related to the PSTD symptom severity. 
 
Hypothesis eight. Although sparse, previous research has indicated that world 
assumptions are positively related to posttraumatic growth (Bayer et al., 2007; Carboon et 
al., 2005). Therefore, it is hypothesised that world assumptions will be positively related to 
posttraumatic growth in the present study. 
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Hypothesis nine. The research has previously indicated that more active coping 
strategies such as problem-focused strategies, seeking social support are associated with 
better psychological adjustment following trauma (Higgins & Endler, 1995; Solomon et 
al., 1988). Therefore, it is hypothesised that there will be a negative relationship between 
active coping strategies and the PTSD symptom severity. 
 
Hypothesis ten.  Previous research has consistently indicated that more passive 
coping strategies such as avoidance, self-blame and wishful thinking tend to be associated 
with increased PTSD symptomatology (Bombardier et al., 1990; Higgins & Endler, 1995). 
Therefore, it is hypothesised that there will be a positive relationship between passive 
coping strategies and the PTSD symptom severity. 
 
Hypothesis eleven. Earlier research found positive association between more 
active coping strategies, including positive reinterpretation, problem-focused coping, 
seeking social support and venting, seem to be positively associated with growth (Armeli 
et al., 2001; Collins et al., 1990; Folkman, 1997; Kesimci et al., 2005). Therefore, it is 
hypothesised in the present study that there will be a positive relationship between active 
coping strategies and posttraumatic growth. 
 
Hypothesis twelve. Previous studies have found that passive coping strategies such 
as behavioural disengagement, substance abuse, denial and distraction seem to be 
negatively associated with posttraumatic growth (Armeli et al., 2001). Therefore, it is 
hypothesised that there will be a negative relationship between passive coping strategies 
and posttraumatic growth. 
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Hypothesis thirteen. The present study aims to investigate whether shame and 
guilt-proneness and world assumptions would make a significant unique contribution to 
the prediction of posttraumatic stress. Therefore, it is hypothesised that shame and guilt-
proneness, and world assumptions will make a significant contribution to the prediction of 
posttraumatic growth, over and above the effects of age at the time of trauma and 
posttraumatic growth. 
Hypothesis thirteen. Lastly, the present study aims to investigate whether shame 
and guilt-proneness, world assumptions and active coping would make a significant 
unique contribution to the prediction of posttraumatic growth. Therefore, it is hypothesised 
that shame and guilt-proneness, world assumptions and active coping strategies will make 
a significant contribution to the prediction of posttraumatic growth, over and above the 
effects of gender, age at the time of trauma and the PTSD symptom severity. 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
85 
 
Method 
Participants 
Participants utilised in the data analyses consisted of 203 (94 male and 109 female) 
refugees from Bosnia and other former Yugoslavian republics who resettled in the 
Melbourne and Adelaide metropolitan areas. The majority of participants were born in 
Bosnia and Herzegovina (83.3 percent). The participants consisted of people from each of 
the three major ethnic groups from Bosnia and Herzegovina. Forty percent of participants 
identified their ethnicity as Bosnian, 25.6 percent identified their ethnicity as Croatian and 
26.1 percent identified their ethnicity as Serbian. No significant ethnic differences were 
found on any variables of interest in the current study. The ethnic representation in this 
sample appears to be comparable to the last Bosnian pre-war census data in 1991 
concerning the ethnic composition of the population of Bosnia and Herzegovina (Ethnic 
composition of Bosnia-Herzegovina population, by municipalities and settlements, 1991).  
In this survey, 43.5 percent identified themselves as Bosnian, 17.4 percent identified 
themselves as Croatian and 31.2 percent identified themselves as Serbian. With respect to 
religion, in the present study 25.6 percent identified themselves as Catholic, 25.6 percent 
as Orthodox Christian, 26.6 percent as Muslim and 17.2 percent as atheists. All 
participants were over the age of 18 years with almost 60 percent of participants over the 
age of 45. With regards to age at the time of trauma, 6.9 percent of participants were under 
the age of 10 at the time of trauma, 13.8 percent of participants were between 10 and 19 
years of age at the time of trauma, over 20 percent of participants were between 20 and 29 
years of age at the time of trauma, another 25.1 percent of participants were between 30 
and 39 years of age at the time of trauma and 33.5 percent were over the age of 40 at the 
time of trauma. The majority, 66 percent, of participants were married at the time of 
assessment and over 76 percent had at least one child. Over half of participants had 
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completed a secondary education and another third of participants had completed a tertiary 
education. With respect to employment almost half of the participants were employed, 
either full-time, part-time or casually, while 43.8 percent of participants were pensioners.  
The majority of participants (91.6 percent) were refugees in neighbouring countries 
to their home in Bosnia or other European countries prior to coming to Australia. The 
length of their refugee status prior to coming in Australia varied from 0 to 120 months (M 
= 43.19, SD = 28.32). On average, participants arrived in Australia just over 10.5 years 
ago (M = 10.69, SD = 3.21). Over 80 percent of participants arrived in Australia on a 
refugee visa and 97 percent of participants had Australian citizenship at the time of the 
study. With respect to seeking treatment following their traumatic experiences, only 36 
percent had seen a psychologist, a psychiatrist or a counsellor. The number of visits to a 
psychologist varied greatly from zero to 100 times, with an average of close to 5 times (M 
= 4.87, SD = 11.63).   
 
Materials 
Participants completed a questionnaire package which included the following 
materials: A Basic Demographic Questionnaire, designed by the researcher; The 
Posttraumatic Stress Diagnostic Scale (PDS; Foa, Cashman, Jaycox & Perry, 1998); The 
War Experiences Scales (Ringdal et al., 2008); The Posttraumatic Growth Inventory 
(PTGI; Tedeschi & Calhoun, 1996); The World Assumptions Scale (WAS; Janoff-
Bulman, 1989); The Test of Self-Conscious Affect 3 (TOSCA3; Tangney, Dearing, 
Wagner & Gramzow, 2000); and The COPE Scale (Carver et al., 1989). 
 
The Demographic Questionnaire. This questionnaire included questions 
concerning the participants‟ gender, age, country of birth, religion, nationality, citizenship 
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status, refugee status, the year and reason for coming to Australia, relationship status, 
education, employment, and knowledge of the English language. In addition, the 
questionnaire asked whether they had ever sought assistance from a psychologist, or a 
psychiatrist concerning any trauma symptoms related to their experiences in the war.   
 
The Posttraumatic Stress Diagnostic Scale. The Posttraumatic Stress Diagnostic 
Scale (PDS; Foa et al., 1997) translated by Powell et al. (2003) was used to assess 
posttraumatic stress symptomatology. The scale assesses the three domains of response to 
traumatic stress as outlined in the DSM-IV-TR: Intrusion, Avoidance, and Hyperarousal, 
along with impairment in functioning, symptom onset, and duration. The PDS consists of 
four parts. The original Part 1 has 12 items and asks for possible traumatic events. Since 
the original PDS was designed for a civilian population in times of peace, Part 1 was 
replaced with a checklist specific to the war situation in Bosnia, The War Experiences 
Scale (Ringdal et al., 2008), described below. Participants were then asked to choose the 
“most upsetting” event from the checklist and based the rest of their responses on that 
event. In this way, PTSD symptoms were keyed to war related events. In Part 2, the time 
of occurrence of the “most upsetting” event, whether the event was life threatening to the 
persons themselves or to others (A1 criterion of DSM-IV-TR), and whether it was 
accompanied by feelings of helplessness and intense fear are evaluated (A2 criterion). Part 
3 asks about the symptoms of reexperiencing (five items; Criterion B), avoidance (three 
items, Criterion C), numbing (four items, Criterion C), and arousal (five items, Criterion 
D). Part 4 explores the duration of the disturbance (Criterion E) and the consequences of 
the symptomatology for important areas of functioning (Criterion F). Participants needed 
to meet diagnostic criteria for criterion A to F in order to meet diagnostic criteria for 
PTSD. The scale is a four-point rating scale ranging from 0 (never) to 3 (almost always) 
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and reflecting levels of symptom severity. The total symptom severity score (ranging from 
0 to 51) was derived and used in all analyses. The PDS had strong internal consistency 
with a Cronbach‟s coefficient alpha of .92 for the 17-items comprising the symptom 
severity score, and also strong test-retest reliability of .83 (Foa et al., 1997). The translated 
version of this scale has been used in previous research with a Bosnian sample and has 
obtained a Chronbach‟s alpha of .91 (Rosner et al., 2003). In the present sample, the scale 
obtained internal consistency of .96 (Cronbach‟s alpha) for the 17-items comprising the 
symptom severity score.  
 
The War Experiences Scales. The War Experiences Scales (Ringdal et al., 2008) 
was used in order to examine the extent of exposure to war related traumatic experiences. 
The scales include a Direct War Experiences Scale which consists of 13 items and an 
Indirect War Experiences Scale which consists of 11 items. The first scale deals with 
personal, direct experiences of war related violence and traumatic experiences. The second 
scale deals with indirect experiences of war related violence and traumatic experiences, 
such as, those that happened to the family and friends of the participant and in the 
participant‟s community. The scales asked participants to answer yes or no to each 
question. For the purpose of this study a total exposure to war related experiences score 
was calculated by summing all the yes answers on both scales. These scales have been 
particularly designed to reflect war experiences that commonly occurred during the war in 
Bosnia.  The scales have been used in a large study specifically with Bosnian samples 
(Ringdal et al., 2008). In the Ringdal et al. (2008) study, the direct war experiences scale 
has obtained an internal consistency of .86 (Cronbach‟s alpha) and the indirect war 
experiences scale has obtained an internal consistency of .88 (Cronbach‟s alpha). In the 
present sample, the direct war experiences scale obtained internal consistency of .80 
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(Cronbach‟s alpha) and the indirect war experiences scale obtained internal consistency of 
.81 (Cronbach‟s alpha). 
 
The Posttraumatic Growth Inventory. The Posttraumatic Growth Inventory 
(PTGI; Tedeschi & Calhoun, 1996) translated by Powell et al. (2003), was used to assess 
the extent to which participants reported positive changes as a result of their struggle with 
war related trauma. The scale consists of 21 items that are divided into five subscales 
including Relating to Others, New Possibilities, Personal Strength, Spiritual Change and 
Appreciation of Life. It required participants to answer questions about changes that 
occurred in their life as a result of a major life crisis, in this case, as a result of the war. For 
example, ‘As a result of the war, I have changed my priorities about what is important in 
life’. Participants are asked to rate their responses on a 5-point rating scale ranging from 1 
(not at all) to 5 (very strongly). The scale has obtained internal consistency of .90 
(Cronbach‟s alpha) for the full scale and test-retest reliability of .71 (Tedeschi & Calhoun, 
1996). In the present sample, PTGI obtained an internal consistency of .94 (Cronbach‟s 
alpha). The scale has been used with different population samples including Australian 
undergraduate students (Morris et al., 2005), as well as, Israeli students (Bayer et al., 
2007), American former prisoners of war (Erbes, et al., 2005), bereaved HIV/AIDS 
caregivers (Cadell, Regehr & Hemsworth, 2003), and victims of intimate partner violence 
(Cobb, Tedeschi, Calhoun & Cann, 2006). The scale has consistently indicated 
comparable internal consistency to the one reported by Tedeschi and Calhoun (1996). In 
addition, the scale has been used with a Bosnian sample and has a reported standardised 
item alpha of .93 (Powell et al., 2003). 
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The World Assumptions Scale. The World Assumptions Scale (WAS; Janoff-
Bulman, 1989) was used to assess an individual‟s basic assumptions about the world, 
others and self.  This 32-item scale assesses three major categories of assumptions, 
including the Benevolence of the World, the Meaningfulness of the World, and the 
Worthiness of the Self. Participants indicated their agreement with each item on a 6-point 
rating scale ranging from 1 (strongly disagree) to 6 (strongly agree). Consistent with 
Janoff-Bulman‟s (1992) assertion that the disruption of any one dimension is sufficient to 
create psychological distress and insecurity, in addition to subscale scores, a total mean 
score was calculated, such that a higher score represents more negative world 
assumptions. This scale has been used in previous research with survivors of various 
traumatic events such as accident survivors, sexual assault victims, holocaust survivors, 
cancer patients, survivors of torture and Bosnian war survivors (Carboon et al, 2005; 
Goldenberg & Matheson, 2005; Jeavons & Godber, 2005; Mawgaza, 1999; Mooren & 
Kleber, 2001; Prager & Solomon, 1995; Solomon et al., 1997; Ullman, 1997). Janoff-
Bulman (1989) reported an internal consistency ranging from .67 to .78 (Cronbach‟s 
alpha) for each subscale; however, more recent studies have indicated higher internal 
consistencies for each subscale ranging from .74 to .87 (Jeavons & Godber, 2005; Ullman, 
1997). The overall scale internal consistency has been reported to be .84 (Cronbach‟s 
alpha; Bayer, et al., 2007). In the present sample, the overall scale obtained internal 
consistency of .90 (Cronbach‟s alpha). 
 
The Test of Self-Conscious Affect 3. The Test of Self-Conscious Affect 3 
(TOSCA3; Tangney et al., 2000), is the latest version of the original TOSCA scale 
(Tangney, Wagner & Gramzow, 1989) and was used to assess the levels of guilt and 
shame-proneness reported by participants. Guilt-proneness refers to the tendency to 
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negatively evaluate specific behaviours, whereas shame-proneness refers to the tendency 
to negatively evaluate their entire self (Tangney, Wagner & Gramzow, 1992). The scale 
consists of 15 brief scenarios (10 negative and 5 positive) describing common life 
situations. Participants were asked to rate on a 5-point rating scale ranging from 1 (not 
likely) to 5 (very likely) a series of associated responses including descriptions of affective, 
cognitive, and behavioural features associated with shame and guilt-proneness. TOSCA 
has test-retest reliability of .85 and .74 for Shame and Guilt-proneness respectively and 
internal consistency (Cronbach‟s alpha) indices of .76 and .66 for Shame and Guilt-
proneness respectively (Tangney, Wagner, Fletcher & Gramzow, 1992). In the present 
sample, TOSCA obtained internal consistency (Cronbach‟s alpha) of .89 for Shame-
proneness and .87 for Guilt-proneness. The scale has been used in previous psychological 
literature to assess guilt and shame-proneness (Gramazow & Tangney, 1992; Luyten, 
Fontaine & Corveleyn, 2002; Tangney et al., 1992). 
 
The COPE scale. The COPE scale (Carver et al., 1989) was used to measure a 
diverse range of coping strategies. The scale is divided into 15 four-item subscales 
describing conceptually different coping strategies which range from aspects of problem-
focused coping strategies (active coping, planning), the use of social support, turning to 
religion, positive reframing to aspects of avoidance coping (denial, behavioural 
disengagement). The participants in the study were asked to describe the degree to which 
they used each of the 15 coping strategies to cope with war-related trauma on a 4-point 
scale ranging from "I have not done this at all" to "I have done this a lot".  The COPE 
scale shows moderate to strong reliability. Carver et al. (1989) reported coefficient alphas 
for each of the 15 scales ranging from .45 to .92, with a median value of .71. In the present 
sample, most subscales had acceptable internal consistencies ranging from .56 for 
   
92 
 
Restraint subscale to .96 for Substance Use subscale with an exception of Mental 
Disengagement subscale which obtained an internal consistency of .33 (Cronbach‟s 
alpha). The 15 subscales were factor analysed in order to obtain second-order factors. This 
resulted in two factors, which were labelled Active and Passive coping.  
 
Translations 
All questionnaires and other materials used in the study were translated into 
Bosnian with the exception of the translated versions of PTGI and PTDS scales which had 
been translated for Powell et al. (2003) study and obtained from these researchers. The 
remaining scales and materials were translated into Bosnian by a bilingual PhD student at 
the University of South Australia. A blind back translation was then conducted by another 
bilingual psychology graduate from Flinders University of South Australia in order to 
check for accuracy and validity of the translation. Both translators were native Bosnian 
speakers and have had formal education in Bosnian (then called Serbo-Croatian) and in 
English. Also, both translators had Bachelor degrees in Psychology; hence they were 
familiar with psychological terminology. Following back translation, the translated 
English versions of the questionnaires were compared with original English versions of 
the questionnaires and any differences in translation were noted. Finally, both the English 
and translated versions of the questionnaires were reviewed by both translators and the 
researcher (who is also a native Bosnian speaker). This review was conducted in order to 
compare two versions and reach an agreement on the suitable translation as well as to 
examine the confirmatory meaning between each item of the English version of the 
questionnaires and its translated version.   
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Procedure 
Approval to undertake the study was granted from the University of Ballarat 
Human Research Ethics Committee. All questionnaires and other written material were 
translated into Bosnian, apart from PDS and PTGI, as translated versions were available 
from previous studies. Initially, agencies that work with Bosnian people, including 
Migrant Resource Centres, cultural centers and community leaders across Melbourne and 
Adelaide were contacted. The agencies were asked to send out letters inviting potential 
participants to take part in the study.  
Twenty nine percent of participants were accessed through the Migrant Resource 
Centre of South Australia and Migrant Resource Centres in the Melbourne metropolitan 
area. These participants collected their questionnaires from the centres and returned them 
in reply paid envelopes. 
In collaboration with community leaders, the data collection also took place during 
regular Bosnian group meeting times during which participants were asked to fill in the 
questionnaires, seal them in anonymous envelopes and put them in a labelled sealed box 
for the researcher. Approximately 71 percent of all questionnaires received were collected 
during these sessions. Out of these 71 percent, 21 percent of participants were part of the 
Bosnian Muslim group from Adelaide, 36 percent were attending Bosnian Friendship 
group in Northern Melbourne and 14 percent of participants were part of a Yugoslavian 
Pensioner group in Melbourne‟s Southern suburbs.  
Participation in the study was voluntary and the participants were informed 
verbally and in written form, in Bosnian, that the study was anonymous and that they 
could withdraw at any stage during data collection. The purpose of the study and 
responsibilities involved in participation were explained. The participants were told that 
the services they received or may receive from the agencies would not be affected by their 
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participation or non-participation in the study. The questionnaire package consisted of an 
information sheet which detailed what the research involved, questionnaires and the list of 
agencies they could contact in case they experienced psychological distress either prior, 
during or following participation in the study. In order to reduce the order effects in the 
questionnaire packages, the questionnaires were reverse ordered and four different 
questionnaire packages were created. Participation in the study took about 30 to 45 
minutes. Data collection took place between October 2008 and May 2009.  
 
Data Analysis and Screening 
The data collected were analysed using the Statistical Package for the Social 
Sciences (SPSS) version 16.0. Based on Tabachnick and Fidell‟s (2007) recommendations 
for sample size for regression analysis, N > 50 + 8m where m is a number of independent 
variables, 96 cases are needed for testing multiple correlations and N > 104 + m = 110 for 
testing individual predictors. The final sample of 203 usable cases out of 215 returned, met 
the requirements for sample size and statistical power. 
For each variable, preliminary data analyses were first conducted, including 
screening for errors, outliers, missing data, maximum and minimum values, mean, 
skewness, and kurtosis. Twelve questionnaires with a substantial amount of missing data 
were deleted and excluded from analysis. This resulted in a total of 203 cases being used 
in the analyses. Among those 203 cases, there were only a small number of missing 
values, less than 5 percent, which were distributed randomly across the variables. As 
suggested by Tabachnick and Fidell (2007), the most plausible option for dealing with 
missing data in this case was the deletion of missing cases. Hence, the cases with missing 
data were deleted and excluded from the analysis.   
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Outliers were detected using histograms and box plots. No outliers were found in 
the independent variables that were used in multiple regression analysis. The only variable 
that had a large number of outliers was a substance use coping subscale. However, this 
was due to low levels of substance use being reported. Therefore, the participants that 
reported any substance use were identified as outliers. These outliers were not deleted 
from the analysis as that would result in misleading data. The remaining seven outliers that 
were found on other sub-scales were left in the analysis due to a number of reasons. 
Firstly, the outliers were not due to recording error or error in instrument administration. 
Secondly, the comparison of the actual mean and the 5 percent Trimmed Mean showed 
minimal difference. Hence, the outliers are unlikely to have a significant influence on the 
mean (Pallant, 2001). 
Following this, the distributions of total scores were examined. The only variable 
that had significant skewness of 2.3 and kurtosis of 4.6 was the substance use coping 
subscale. However, as discussed above this was due to the fact that the vast majority of 
participants reported no substance use. Apart from the substance use coping subscale, all 
skewness and kurtosis statistics fell within the acceptable range for skewness and kurtosis 
(Hair, Anderson, Tatham, & Black, 1998). Hence, the data reflect a relatively normal 
distribution and were appropriate for the analyses.  
In addition, scatter plots of the independent and dependent variables were 
examined to assess the assumption of linearity. There was no evidence of non-linear or 
curvilinear relationships. Similarly, there was no evidence of multicollinearity. In this 
sample, the smallest tolerance value reported was .757, which is well above the 
recommended cut-off threshold of .10 (Hall, et al., 1998).  
All scales were then assessed for reliability using estimates of internal consistency. 
WAS, COPE, and PTGI scales were factor analysed in order to check whether original 
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scale factors could be found in the current sample. This was necessary due to potential 
cultural differences in the present sample and the risks arising from translation of the 
scales. Namely, the scales were translated and there was a risk that translation might have 
produced different meaning of items. Another more important reason was that the current 
sample was culturally very different from the original sample that scale was based on. 
Some research indicated that there are differences in factor structure among different 
cultures which range from 2 to 5 factors (Polantsky & Esprey, 2000; Weiss & Berger, 
2010). In a Bosnian sample, 4 factors were identified in the previous research (Powell et 
al, 2003). 
Following this, age and gender differences were investigated on all variables. In 
addition, correlation analyses were performed for all variables to check the relationship 
between variables. Finally, hierarchical multiple regression analysis was performed to 
investigate the variance explained by shame-proneness, guilt-proneness, world 
assumptions and active coping in posttraumatic growth, over and above the effects of age 
at the time of trauma, gender and the PTSD symptom severity.  
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Results 
Preliminary Analyses 
Factor analysis of World Assumptions Scale. The data obtained from the WAS 
scale were factor analysed to investigate whether original structure of the WAS scale 
could be replicated with a Bosnian sample. The Bartlett‟s test of sphericity (2949.17, p < 
.001) and the Kaiser-Meyer-Olkin measure of sampling adequacy (.85) indicated the 
suitability of data for factor analysis. The 32 items of the WAS were subjected to principal 
components analysis (PCA) with Varimax rotation. Three factors indicated the best fit for 
the data and they accounted for 44.04 percent of the total variance. The distribution of the 
32 items and their loadings onto the respective factors are outlined in the Table 1 below. 
Items that loaded on different factors than in the original WAS scale are underlined.  
The factor structure was not clear with some items loading highly on more than 
one factor. In addition, the original structure of the WAS scale was not replicated. The 
Factor I, labelled Meaningfulness accounted for 18.64 percent of the total variance and 
contained some of the items that loaded on the original WAS Meaningfulness scale. These 
items refer to protecting oneself from misfortune either by taking preventative measures or 
through one‟s actions. It also contains items relating to distribution of bad and good 
outcomes such as people deserve what they get and good fortune happens to people who 
are good. In addition, this factor contained four items, which related to preventing bad 
things happening to oneself and chance events working out well for oneself, and which 
originally loaded on Self-worth factor. 
Factor II, labelled Benevolence, accounted for 15.13 percent of the total variance 
and included most of the items on the original Benevolence scale. These include beliefs 
that people are kind, helpful and caring; and, that the world is a good place where 
misfortune is uncommon. 
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Table 1  
Factor Loadings for World Assumption Scale 
 
Item No. Item Content   Factor   
  
I II III 
23 Misfortune can be avoided with prevention  .713 
  22 I take actions to protect myself against misfortune .700 
  20 We can prevent bad things happening with actions .671 
  14 People experience good fortune if they are good .651 
  29 Bad things happen if we don‟t  protect ourselves  .644 
  17 I make an effort to prevent bad things happening  .574 
  19 Good people get what they deserve .551 
  21 Chance events have worked well for me .541 
  7 People deserve what they get .503 
  27 I behave so as to bring greatest good for me .427 
  11 People's misfortune result from mistakes they made .410 
  9 There is more good than evil in the world 
 
.419 
 30 World is full of goodness 
 
.668 
 15 Life is full of uncertainties determined by chance 
 
-.737 
 2 People are naturally unfriendly and unkind 
 
-.659 
 26 People are kind and helpful 
 
.639 
 25 The world is a good place 
 
.613 
 5 The good things that happen outnumber bad 
 
.558 
 4 Human nature is basically good 
 
.527 
 3 Bad events are distributed to people at random 
 
-.522 
 12 People do not care what happens to the next person 
 
-.449 
 6 The course of life is determined by chance 
 
-.380 
 24 My life is mostly a gamble 
 
-.417 
 1 Misfortune is least likely to strike decent people 
 
-.405 
 16 I consider myself to be very lucky 
  
-.355 
13 I behave in ways that maximise good results for me 
  
-.346 
32 I am luckier than most people 
  
-.354 
18 I have a low opinion of myself 
  
.679 
28 I am satisfied with the kind of person I am 
  
-.595 
31 I have reason to be ashamed of my character  
  
.582 
8 I think I am no good at all 
  
.556 
10 I am basically a lucky person     -.530 
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In addition, some items from the original Meaningfulness scale loaded on this 
factor, including the belief that misfortune is the least likely to strike decent people; and, 
the belief that life is largely determined by chance, which relate to distribution of bad and 
good outcomes and predictability of the world.  
The Factor III, labelled Self-worth, accounted for 10.28 percent of the total 
variance and contained items from the original Self-worth scale. Although not all of the 
original items loaded on this factor, all items that did load related to self-worth including 
seeing oneself in a positive light and as a lucky person. 
 
Second-order factor analysis of COPE scale. In order to further explore the 
associations among COPE subscales, the 15 subscales (coping strategies) of the COPE 
scale were subjected to PCA with Varimax rotation. The Bartlett‟s test of sphericity 
(1555.8, p < .001) and the Kaiser-Meyer-Olkin measure of sampling adequacy (.78) 
indicated that the data were suitable for factor analysis. Two factors were extracted and 
they accounted for 50.12 percent of the total variance. Table 2 indicates the item loadings 
for each factor. 
Factor I included strategies such as planning, active coping, positive 
reinterpretation, religious coping and instrumental and emotional social support, which all 
required active efforts to cope with the situation. In addition, it included strategies such as 
restraint and suppressing competing activities, which also required purposeful efforts of 
restraining oneself in order to cope with the situation. Hence, this factor was labelled 
Active Coping. It accounted for 32.12 percent of the total variance. 
Factor II included strategies such as mental and behavioural disengagement, denial 
and acceptance, all of which refer to more passive ways of coping and involve efforts to 
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disengage from the situation rather than actively attempt to deal with the situation. These 
strategies can in many instances be seen as less adaptive ways of coping. This factor was 
labelled Passive coping and it accounted for 18 percent of the total variance. 
 
Table 2 
Factor Loadings for COPE Strategies  
Coping Strategy  Factor   
 
I 
Active 
coping 
II 
Passive 
coping 
Instrumental Social Support .863 
 Suppressing Competing Activities .769 
 Emotional Social Support .766 
 Planning .748 
 Positive Reinterpretation .744 
 Active Coping .737 
 Restraint .697 
 Venting Emotion .603 
 Religious Coping .450 
 Acceptance 
 
.316 
Denial 
 
.753 
Mental Disengagement 
 
.739 
Humour 
 
.708 
Substance Use 
 
.701 
Behavioural Disengagement   .588 
 
Factor structure of Posttraumatic Growth Inventory. The 21 items of PTGI 
were subjected to PCA with Varimax rotation in order to investigate whether the original 
structure of PTGI could be replicated with Bosnian sample. The Bartlett‟s test of 
sphericity (2711.54, p < .001) and the Kaiser-Meyer-Olkin measure of sampling adequacy 
(.91) indicated the suitability of data for factor analysis. Four factors were extracted on the 
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basis of eigenvalues (< 1) and they accounted for 65.96 percent of the total variance. 
Factor scores on these four factors were saved for further analyses. The distribution of the 
21 items and their loadings onto the respective factors is presented in the Table 3. Items 
that loaded differently than on original PTGI scale are underlined. 
 
Table 3  
Factor Loadings for Posttraumatic Growth Inventory 
Item No. Item Content   Factor     
  
I II III IV 
11 I do better things with my life.   .822 
   14 New opportunities are available.  .781 
   7  I established a new path for my life. .766 
   4 I have a greater self-reliance. .725 
   10 I can handle difficulties better.  .692 
   13 I can better appreciate each day.  .639 
   3 I developed new interests. .629 
   12 I accept the way things work out.   .596 
   6 I can count on people in trouble.   .554 
   19  I'm stronger than I thought I was.   .432 
   17 I change things which need changing. .303 
   8 I have a greater sense of closeness.   
 
.434 
  9 I am willing to express my emotions.   
 
.499 
  21 I better accept needing others. 
 
.779 
  16 I put effort into my relationships.   
 
.762 
  15 I have more compassion for others.   
 
.683 
  20 I learned how wonderful people are. 
 
.536 
  5 I better understand spiritual matters.   
  
.746 
 18 I have a stronger religious faith. 
  
.687 
 1 I changed my priorities in life. 
   
.837 
2 Greater appreciation of life.       .551 
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The original factor structure of PTGI scale could not replicated. Factor I accounted 
for 45.7 percent of the total variance and contained all items that originally formed two 
factors, New Possibilities and Personal strength.  It also contained item 6 and item 13 
which originally loaded on other factors. The structure of Factor I was similar to the 
structure found in Powell et al. (2003) study with a Bosnian population. As suggested by 
Powell et al. (2003), all of these items refer to perceived changes in self and a more 
positive life attitude in general; hence, the factor was named accordingly.  
Factor II which accounted for 8.37 percent of the variance included items that 
originally loaded on the Relating to Others factor. The exception was item 6 which related 
to counting on others when in trouble which loaded on Factor I instead. 
Factor III, which was replicated from the original factor structure, included both 
items from an original spiritual change factor and it accounted for 6.1 percent of the 
variance. Lastly, Factor IV included two of the three items from the original Appreciation 
of Life factor.  The third item from Appreciation of Life factor loaded on the Factor I. This 
factor accounted for 5.8 percent of the variance.   
 
Exposure to trauma and posttraumatic stress. In order to investigate whether 
participants have experienced traumatic events and whether these experiences were severe 
enough to result in posttraumatic stress symptomatology and/or posttraumatic growth, the 
following preliminary descriptive and correlational analyses were conducted. The majority 
of participants (98.5 percent) experienced at least one direct traumatic experience, with a 
mean number of 7.5 direct traumatic experiences (SD = 2.98). Similarly, with the 
exception of one participant, all others reported indirect traumatic experiences (M = 7.81, 
SD = 2.45). In addition, about half of the participants experienced other traumatic 
experiences unrelated to war at some point in their life (M = 1.35, SD = 1.83). A mean 
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number of total traumatic experiences indicates that the majority of participants have been 
exposed to multiple traumatic experiences (M = 16.67, SD = 5.56). Females (M = 15.85, 
SD = 5.35) have experienced fewer traumatic experiences than males (M = 17.61, SD = 
5.61). This difference was significant, t(201) = 2.27, p = .03, although, the magnitude was 
small (η² = .025). The number of traumatic experiences did not differ significantly with 
age.  
In terms of posttraumatic stress symptomatology, 30.5 percent of participants 
satisfied the criteria for PTSD diagnosis. Most participants (63.1%) reported at least one 
PTSD re-experiencing symptom with 31.5 percent reporting all five PTSD re-experiencing 
symptoms. Similarly, 64 percent of participants reported at least one PTSD avoidance 
symptom with 15.8 percent of participants reporting all seven PTSD avoidance symptoms. 
In regards to PTSD arousal symptoms, 64.5 percent of participants reported at least one 
symptom and 31.5 percent reported all five PTSD arousal symptoms. There was no 
significant relationship between the mean score of total number of traumatic experiences 
and mean score of total PTSD symptom severity (M = 13.31, SD = 13.58, r = .12, p = .09) 
and only a weak relationship between the mean score of total number of traumatic 
experiences and PTSD diagnosis (r = .20, p = .01) sharing only 4 percent of the variance. 
With respect to symptom duration, 2.5 percent of participants reported their PTSD 
symptoms to be acute and 60.1 percent reported that their symptoms were chronic. Almost 
50 percent of participants reported that their PTSD symptoms did not interfere with any 
areas of their life including work, relationships with family and friends and general life 
satisfaction. In terms of functioning, 22.7 percent of participants reported a moderate 
impairment of functioning due to PTSD symptoms and about 20.7 percent reported severe 
impairment in functioning. 
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With regards to posttraumatic growth, Pearson correlations indicated that there was 
no significant relationship between total posttraumatic growth score (M = 63.87, SD = 
17.12) and the total number of direct traumatic experiences (M = 7.50, SD = 2.98, r = .13, 
p = .06) or between total posttraumatic growth score and total number of traumatic 
experiences (M = 16.67, SD = 5.56, r = .05, p = .49.). In addition, there was a moderate 
negative relationship between total posttraumatic growth score and the total PTSD 
symptom severity (M = 13.31, SD = 13.58, r = -.37, p < .001). Participants reported 
growth in all four domains of posttraumatic growth, including New Possibilities and 
Personal Strenght domain (M = 33.96, SD = 10.27), Relating to Others (M = 17.04, SD = 
5.45), Appreciation of Life (M = 7.41, SD = 1.88) and Spiritual Change (M = 5.46, SD = 
2.18).  
 
Age and gender differences in posttraumatic stress symptomatology, shame 
and guilt-proneness, world assumptions, active and passive coping. Prior to testing the 
hypotheses, age at the time of trauma and gender differences on all independent variables, 
including PTSD symptomatology, shame and guilt-proneness, world assumptions and 
active and passive coping strategies were investigated. All participants experienced war-
related traumatic experiences approximately 16 years prior to assessment when the war 
started in Bosnia in 1992. The participants were divided into age categories depending on 
their age at the time of trauma (2 to 9, 10 to 19, 20 to 29, 30 to 39, 40 and over). This was 
done in light of the research that indicates that age at the time of trauma has a differential 
impact of PTSD symptomatology (Goldstein et al., 1997; Green et al., 1991; Shannon et 
al., 1994; Weine et al., 1998). The age categories reflected participant‟s developmental 
stages at the time of trauma and resulted in the creation of five categories including 
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children, adolescents, young adults, adults and older adults. The results of these 
preliminary analyses are presented below. 
 
Age differences in posttraumatic stress symptomatology. A one-way ANOVA was 
conducted to investigate the relationship between age at the time of trauma and total PTSD 
symptom severity. Levene‟s test of homogeneity of variance was significant (p < .001), 
indicating that the assumption of homogeneity of variance was violated. According to 
Tabachnick and Fidell (2007), ANOVA is robust to this violation if the sample sizes are 
relatively equal, within a 4 to 1 ratio for largest to smallest cell size. In the present sample, 
group size ratio is within a 5 to 1 ratio. Tabachnick and Fidell (2007) have suggested using 
a more stringent α level of .025 for moderate violations of this assumption, which was 
used in the present study.  
Therefore, with more stringent α level and as shown in Table 4, there was a 
statistically significant difference in PTSD symptom severity for the five age categories 
F(4, 197) = 11.76, p < .001. The actual difference in mean scores between age groups was 
large (η² = .19) indicating that 19 percent of the variability in PTSD symptom severity 
could be explained by age. Post-hoc comparisons using the Tukey HSD test indicated that 
there was no significant difference in the mean score in PTSD symptom severity between 
participants aged 2 to 9 (M = 3.00, SD = 6.30), participants aged 10 to 19 (M = 7.86, SD = 
8.57) and participants aged 20 to 29 at the time of trauma (M = 6.85, SD =11.27). 
However, the mean score in PTSD symptom severity of participants aged between 2 and 9 
(M = 3.00, SD = 6.30) was significantly different from the scores of participants aged 30 to 
39 (M = 15.73, SD = 13.31) and 40 and over at the time of trauma (M = 19.75, SD = 
14.19).  
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In addition, post-hoc comparisons indicated that there was a significant difference 
in mean scores in PTSD symptoms between participants aged 10 to 19 (M = 7.86, SD = 
8.57) and participants aged 40 and over at the time of trauma (M = 19.75, SD = 14.19). 
Participants aged 20 to 29 (M = 6.85, SD = 11.27) significantly differed in their mean 
scores in PTSD symptoms from participants aged 30 to 39 (M = 15.73, SD = 13.31) and 
participants aged 40 and over at the time of trauma (M = 19.75, SD = 14.19). Lastly, no 
significant difference in mean scores in PTSD symptoms was noted between participants 
aged 30 to 39 (M = 15.73, SD = 13.31) and participants aged 40 and over (M = 19.75, SD 
= 14.19). Therefore, in this study, younger participants aged 18 to 45 at the time of 
assessment who were aged between 2 and 29 at the beginning of the war experienced 
fewer PTSD symptoms than older participants aged 46 and over, who were over the age of 
29 at the beginning of the war. The graphical illustration of these differences is shown in 
Figure 2.  
 
 
 
Figure 1. Age Differences in Total Posttraumatic Stress Symptom Severity 
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Gender differences in posttraumatic stress symptomatology. In order to 
investigate gender differences in PTSD symptomatology, an independent samples t-test 
was performed. Levene‟s test of homogeneity of variance was not significant indicating 
that the assumption of equal variances between groups had not been violated. The results 
indicated that there was no significant difference in mean PTSD symptom severity 
between males (M = 13.51, SD = 13.41) and females M = 13.13, SD = 13.79, t(200) = 
.198, p = .84. 
 
Age and gender differences in shame and guilt-proneness. In order to investigate 
gender differences in guilt and shame-proneness independent samples t-tests were 
performed. There was a significant difference in guilt-proneness between males (M = 
63.23, SD = 11.11) and females M = 66.51, SD = 8.51, t(172.83) = -2.33, p = .02. 
However, this effect was relatively small (η² = .026). With respect to shame-proneness, no 
significant differences were found between males and females in this study. ANOVAs 
revealed no significant age differences in guilt-proneness and shame-proneness. 
 
Age and gender differences in world assumptions. An independent samples t-test 
revealed no significant gender differences on the total world assumption score. The only 
significant difference between males (M = 35.46, SD = 7.30) and females (M = 38.04, SD 
= 5.53), t(171.71) = -2.8, p = .006, was found on self-worth assumption. However, this 
effect was quite small (η² = .038) explaining 3.8 percent of the variance in self-worth.  
With respect to age differences, the only statistically significant differences were 
found on the benevolence scale F(4, 198) = 3.31, p = .012, between participants aged 20 to 
29 (M = 50.50, SD = 11.69) and participants aged 40 and over at the time of trauma (M = 
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43.60, SD = 9.51) and on the total world assumption scale  F(4, 197) = 3.24, p = .013, 
between participants aged 20 to 29 (M = 133.17, SD = 26.25) and participants aged 40 and 
over at the time of trauma (M = 120.01, SD = 16.76).  Both of these differences in mean 
scores were moderate with effect sizes of η² = .06.  
 
Age and gender differences in active and passive coping. An independent samples 
t-test revealed no significant differences in active coping between males (M = 84.05, SD = 
17.66) and females (M =84.94, SD = 18.93, t(201) = -.34, p = .73). However, there was a 
significant difference in passive coping between males (M = 46.69, SD = 10.44) and 
females (M = 42.84, SD = 7.60, t(167.36) = 2.96, p = .004). With respect to age 
differences in active coping, one-way ANOVA revealed that there were no significant 
differences between age groups, F(4, 198) = 1.75, p = .14. Similarly, there were no 
significant age differences in passive coping, F(4, 198) = 2.17, p = .07. 
 
Hypotheses Testing 
Hypothesis one: Age differences in posttraumatic growth. A one-way ANOVA 
was performed to investigate the hypothesis that younger participants would report higher 
rates of posttraumatic growth than participants who were older at the time of trauma. 
Levene‟s test of homogeneity of variance was not significant indicating that the 
assumption of homogeneity of variance was not violated. As shown in Table 4, there was a 
statistically significant difference in posttraumatic growth scores for the five age 
categories F(4, 198) = 8.23, p < .001. The actual difference in mean scores between age 
groups was quite large, as shown by the effect size (η² =.17) indicating that 17 percent of 
the variability in posttraumatic growth scores can be explained by age.  
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Post-hoc comparisons using the Tukey HSD test indicated that participants aged 2 
to 9 at the time of trauma (M = 70.29, SD = 11.67) did not significantly differ in their 
mean scores in posttraumatic growth from participants in any other age category. In 
addition, no significant difference in mean scores in posttraumatic growth was noted 
between participants aged 10 to 19 (M = 71.82, SD = 18.14) and 20 to 29 at the time of 
trauma (M = 71.74, SD = 14.74). However, the mean score in posttraumatic growth of 
participants aged between 10 and 19 (M = 71.82, SD = 18.14) was significantly different 
from the scores of participants aged 30 to 39 (M = 58.84, SD = 15.95) and 40 and over at 
the time of trauma (M = 58.18, SD = 16.60).  
 
Table 4 
Means, Standard Deviations, F Ratios, Effect Sizes and Significance Levels for Age 
Differences in Posttraumatic Stress Symptoms and Posttraumatic Growth 
   
Categories: Age at the Time of Trauma  
    Outcome 
 
2-9 
(n = 14) 
10-19 
(n = 28) 
20-29 
(n = 42) 
30-39 
(n = 51) 
40 and over 
(n = 68) 
  
 
M (SD) M (SD) M (SD) M (SD) M(SD) F η² 
PTSD 
 
3.00  
(6.30) 
7.86  
(8.57) 
6.85 
(11.27) 
15.73  
(13.31) 
19.75  
(14.19) 
11.76* 
 
.19 
 
PTG 
 
70.26 
(11.67) 
71.82 
(18.14) 
71.74  
(14.74) 
58.84 
(15.95) 
58.18 
(16.60) 
8.23* 
 
.17 
 
Note. n = number of participants in each group. PTSD = Posttraumatic stress symptoms, PTG = 
Posttraumatic growth 
*p < .001 
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In addition, results also indicated that there was a significant difference in mean 
scores in posttraumatic growth between participants aged 20 to 29 (M = 71.74, SD = 
14.74) and participants aged 30 to 39 (M = 58.84, SD = 15.95), as well as, participants 
aged 40 and over at the time of trauma (M = 58.18, SD = 16.60).  Lastly, no significant 
difference in mean scores in posttraumatic growth was noted between participants aged 30 
to 39 (M = 58.84, SD = 15.95) and 40 and over at the time of trauma (M = 58.18, SD = 
16.60).  
A closer examination using graphical representation and means between age 
groups pointed to a certain level of disparity in the above findings. In particular, the lack 
of significant difference between participants aged 2 to 9 at the time of trauma (M = 70.29, 
SD = 11.67) and participants aged 30 to 39 (M = 58.84, SD = 15.95) and 40 and over at the 
time of trauma (M = 58.18, SD = 16.60) was suprising. This results is most likely due to 
largely unequal cell sizes between these groups and very small cell size (n = 14) for 
participants aged 2 to 9. Equal cell sizes are important as they contribute to the overall 
power to detect a significant difference and to the robustness in detecting those effects if 
assumtions of normality and homogeneity of the variance have been violated (Sawilowsky 
& Blair, 1992). Tabachnick and Fidell (2007) suggest that in simple one-way ANOVA, 
problems created by unequal cell size are relatively minor. However, since the cell size for 
participants aged 2 to 9 was very small, this could have resulted in ANOVA not being able 
to detect a significant difference.  
Therefore, the results have indicated that the highest levels of posttraumatic growth 
in the current sample were noted in participants aged between 18 and 45, who at the time 
of trauma were between 2 and 29 years of age. Participants over the age of 45 (over the 
age of 29 at the time of trauma) recorded the lowest levels of posttraumatic growth. The 
graphical representation of these differences is shown in Figure 3. 
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Figure 2. Age Differences in Mean Posttraumatic Growth Scores 
 
Hypothesis two: Gender differences in posttraumatic growth. The gender 
differences in posttraumatic growth in the current sample were investigated using t-test 
analysis. It was hypothesised that female participants would report higher rates of 
posttraumatic growth than male participants. Levene‟s test of homogeneity of the variance 
was significant, p = .03, hence, equal variances could not be assumed. The t-test is thought 
to be robust to this violation when sample sizes are relatively equal, sample sizes are 
relatively large and the tests are two-tailed (Sawilowsky & Blair, 1992). With unequal 
variances, the t-test indicated that there was a significant difference in posttraumatic 
growth scores between males (M = 60.98, SD = 18.42) and females M = 66.36, SD = 
15.56, t(183) = -2.23, p = .02.  However, this difference in means was quite small (η² 
=.025) indicating that only 2.5 percent of the variance in posttraumatic growth scores was 
explained by the gender of participants. 
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Hypotheses three and four: Relationship between shame and guilt-proneness 
and posttraumatic stress. Pearson correlations were conducted to investigate the 
relationship between guilt-proneness, shame-proneness and PTSD symptom severity. It 
was hypothesised that guilt-proneness would be negatively related to the PTSD symptom 
severity and that shame-proneness would be positively related to the PTSD symptom 
severity. The results indicated that guilt-proneness (M = 65.00, SD = 9.91) was negatively 
correlated with the total PTSD symptom severity (M = 13.31, SD = 13.58, r = -.17, p = 
.02) and shame-proneness (M = 41.65, SD = 12.78, r = -.25, p < .001). Correlation 
between guilt-proneness and total PTSD symptom severity was small, explaining 2.9 
percent of variance in guilt-proneness whereas correlation between guilt-proneness and 
shame-proneness was moderate, explaining 6.25 percent of the variance in guilt-
proneness. In addition, there was a moderate positive correlation between shame-
proneness and total PTSD symptom severity, r = .36, p < .001, with total PTSD symptom 
severity explaining 12.9 percent of the variance in shame-proneness. The results are 
shown in Table 5. 
 
Hypotheses five and six: Shame and guilt-proneness and posttraumatic 
growth. Pearson correlations were conducted to investigate the hypotheses that guilt-
proneness would be positively related to posttraumatic growth and that shame-proneness 
would be negatively related to posttraumatic growth. There was a strong positive 
correlation between guilt-proneness and the total posttraumatic growth score (r = .53, p < 
.001) and a moderate to strong positive correlation between guilt-proneness and all 
domains of posttraumatic growth, except for spiritual change which only weakly 
correlated with guilt-proneness (r = .15, p = .03). Similarly, as shown in Table 5, there was 
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a moderate negative correlation between shame-proneness and total posttraumatic growth 
score (r = -.38, p < .001). With an exception of spiritual change, which was not 
significantly correlated with shame-proneness, all domains of posttraumatic growth 
correlated moderately with shame-proneness. 
 
Table 5.  
Correlations Between Shame and Guilt-Proneness, Posttraumatic Stress Symptoms, and 
Posttraumatic Growth  
Variable GP SP PTSD CP RO SC AL PTG 
GP - -.25** -.17* .50** .49** .15* .46** .53** 
SP 
 
- .36** -.41** -.34** -.03 -.24** -.38** 
PTSD 
  
- -.44** -.28** -.09 -.02 -.37** 
CP 
   
- .78** .45** .53** .96** 
RO 
    
- .47** .39** .89** 
SC 
     
- .26** .58** 
AL 
      
- .59** 
PTG               - 
Note. GP = Guilt-proneness; SP = Shame-proneness; PTSD = total Posttraumatic Stress Symptom 
Severity; CP = Changes in self/ Positive life attitude; RO = Relating to others; SC = Spiritual 
change; AL = Appreciation of life; PTG = Posttraumatic growth.  
**p < .01. *p < .05    
 
 
Hypothesis seven: World assumptions and posttraumatic stress 
symptomatology. It was hypothesised that world assumptions would be negatively related 
to the PTSD symptom severity. As shown in Table 6, Pearson correlations indicated that 
there was a moderate negative correlation between world assumptions total score (M = 
125.45, SD = 23.15) and the total PTSD symptom severity (M = 13.31, SD = 13.58, r = -
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.40, p < .001). In addition, when investigating each of the three assumptions individually, 
moderate negative correlations were found between the total PTSD symptom severity and 
the belief in the meaningfulness of the world (r = -.27, p < .001), the benevolence of the 
world and others (r = -.39, p < .001) and self-worth (r = -.35, p < .001).  
 
Table 6 
Correlations Between World Assumptions, Posttraumatic Stress Symptoms and 
Posttraumatic Growth 
Variable WAS BEN MEA SELF PTSD PTG CP RO SC AL 
WAS - .86** .85** .74** -.40** .67** .68** .60** .18** .45** 
BEN 
 
- .55** .50** -.39** .52** .53** .46** .10 .40** 
MEA 
  
- .50** -.27** .62** .61** .57** .21** .37** 
SELF 
   
- -.35** .49** .50** .45** .15* .31** 
PTSD 
    
- -.37** -.44** -.28** -.09 -.02 
PTG 
     
- .96** .89** .58** .58** 
CP 
      
- .78** .45** .53** 
RO 
       
- .47** .39** 
SC 
        
- .26** 
AL                   - 
Note. WAS = Total World Assumptions score; BEN = World Assumption Benevolence score; 
MEA = World Assumption Meaningfulness score; SELF = World Assumption Self-worth score; 
PTSD = Total Posttraumatic Stress Symptom Severity; PTG = Posttraumatic growth total score; 
CP = Changes in self/ Positive life attitude; RO = Relating to others score; SC = Spiritual change 
score; AL = Appreciation of life score.  
**p < .01, *p < .05.    
 
 
Hypothesis eight: World assumptions and posttraumatic growth.  Pearson 
correlations were used to investigate the hypothesis that world assumptions would be 
positively related to posttraumatic growth. As shown in Table 6, the results revealed a 
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strong positive correlation between the total score on world assumptions and the 
posttraumatic growth total score. Similarly, moderate to strong positive correlations were 
found between each individual world assumption and each domain of posttraumatic 
growth, with an exception of weak correlations with spiritual change domain and no 
correlation between the belief in the benevolence of the world and others and spiritual 
change.  
 
Hypotheses nine and ten: Coping and posttraumatic stress symptomatology. 
Pearson correlations were conducted to investigate the hypotheses that passive coping 
strategies would be positively related to the PTSD symptom severity and that active 
coping strategies would be negatively related to the PSTD symptom severity. There was a 
weak positive correlation between active coping (M = 84.53, SD = 18.31) and passive 
coping (M = 44.63, SD = 9.21, r = .18, p = .009). In addition, there was no correlation 
between active coping and total PTSD symptom severity (M = 13.31, SD = 13.58, r = -.05, 
p =.52) or between passive coping and total PTSD symptom severity (r = .08, p = .28).  
 
Hypotheses eleven and twelve: Coping and posttraumatic growth. It was 
hypothesised that there would be a positive relationship between active coping strategies 
and posttraumatic growth. Table 7 shows all correlations between active coping, passive 
coping, posttraumatic growth total score and four posttraumatic growth domains. Pearson 
correlation indicated that there was a positive moderate correlation between active coping 
(M = 84.53, SD = 18.31) and posttraumatic growth total score (M = 63.87, SD = 17.12, r = 
.48, p < .001) indicating that 21 percent of the variance in posttraumatic growth is 
explained by active coping. Additionally, active coping positively correlated with all four 
domains of posttraumatic growth. It was also hypothesised that there would be a negative 
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relationship between passive coping strategies and posttraumatic growth. The results 
indicated that there was no correlation between passive coping (M = 44.63, SD = 9.21) and 
posttraumatic growth total score (M = 63.87, SD = 17.12, r = -.07, p = .33) or with any of 
the four domain of posttraumatic growth.  
 
Table 7 
Correlations Between Active Coping, Passive Coping, Posttraumatic Growth Total Score 
and Posttraumatic Growth Domains 
Variable  AC PC PTG AL SC RO CP 
AC - .18** .48** .42** .29** .44** .43** 
PC 
 
- -.07 -.08 .02 -.11 -.05 
PTG 
  
- .58** .58** .89** .96** 
AL 
   
- .26** .39** .53** 
SC 
    
- .47** .45** 
RO 
     
- .78** 
CP             - 
Note. AC = Active Coping; PC = Passive Coping; PTG = Post-traumatic growth total score; 
 AL = Appreciation of life score; SC = Spiritual change score; RO = Relating to others score; 
 CP = Changes in self/ Positive life attitude. 
**p < .01.    
 
 
Hypothesis thirteen: The relationship between shame-proneness, guilt-
proneness, world assumptions and PTSD symptomatology. A hierarchical multiple 
regression was conducted to investigate the hypothesis that shame and guilt-proneness and 
world assumptions would make a significant contribution to the prediction of PTSD 
symptomatology, over and above the effects of age at the time of trauma and posttraumatic 
growth. Table 8 displays the correlations between the variables, the unstandardised 
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regression coefficients (B), the standardised regression coefficients (β), and R, R², and 
adjusted R² after entry of all independent variables. R was significantly different from zero 
for each model. Given that there was a moderate negative correlation between total PTSD 
symptom severity (M = 13.31, SD = 13.58) and the total posttraumatic growth score (M = 
63.87, SD = 17.12, r = -.37, p < .001), posttraumatic growth was controlled for by entering 
it in model 1. Gender was excluded from the analysis as there was no relationship between 
gender and total PTSD symptom severity (r = -.014, p = .421). As there were no 
significant differences in PTSD symptom severity between participants aged 2 to 9, 10 
to19 and participants aged 20 to 29 at the time of trauma, as well as, between participants 
aged 30 to 39 and 40 and over at the time of trauma, age was dichotomised into younger 
participants aged 2 to 29 and older participants aged 30 and over at the time of trauma. 
Age was then entered in the first step of the regression together with posttraumatic growth. 
After step 1, with age at the time of trauma and total posttraumatic growth in the equation, 
R² = .23, F(2,198) = 28.73, p < .001. Adjusted R² value of .22 indicates that 22 percent of 
the variability in PTSD symptom severity was predicted by age at the time of trauma and 
posttraumatic growth. In the first step of the regression, age at the time of trauma and 
posttraumatic growth significantly predicted PTSD symptom severity with 95 percent 
confidence limits of 5.28 to 12.61 for age and -.30 to -.09 for posttraumatic growth. The 
size and direction of the relationships suggests that participants with more severe PTSD 
symptoms were older and reported lower levels of posttraumatic growth. 
In model 2, after controlling for age at the time of trauma and posttraumatic 
growth, shame-proneness, guilt-proneness and world assumptions total score were added 
to the equation. Active and passive coping were excluded from the analysis due to lack of 
significant relationship between total PTSD symptom severity (M = 13.31, SD = 13.58) 
and active coping (M = 84.53, SD = 18.31, r = -.05, p = .257) and passive coping (M = 
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44.63, SD = 9.21, r = .08, p = .139). Addition of shame-proneness, guilt-proneness and 
world assumptions to the prediction of total PTSD symptom severity explained an 
additional 7 percent of the variance in total PTSD symptom severity, R² = .30, F(5, 195) = 
16.63, p < .001. The adjusted R² value of .28 indicates less than a third of the variability in 
PTSD symptom severity was predicted by the independent variables entered in the 
equation. In model 2, posttraumatic growth was no longer a significant predictor of the 
total PTSD symptom severity. Similarly, guilt-proneness did not make a significant 
contribution to the prediction of the total PTSD symptom severity. Age at the time of the 
trauma, shame-proneness and world assumptions significantly predicted posttraumatic 
growth with 95 percent confidence limits of 5.27 to 12.31 for age at the time of trauma, 
.03 to .33 for shame-proneness and -.25 to -.03 for world assumptions. The size and 
direction of the relationship suggested that older participants who reported higher levels of 
shame-proneness and more negative world assumptions had more severe PTSD symptoms. 
The Beta values for age at the time of trauma (β = .32), world assumptions (β = -.23), and 
shame-proneness (β = .17) indicate that age at the time of trauma had a larger association 
with total PTSD symptom severity than world assumptions and shame-proneness. 
Although the bivariate correlation between guilt-proneness and total PTSD symptom 
severity was statistically different from zero (r = -.17, p = .009), guilt-proneness did not 
contribute significantly to the prediction of the total PTSD symptom severity. Hence, this 
pattern of results indicated that the model in total explained 29 percent of the variance in 
PTSD symptom severity. Age at the time of trauma and posttraumatic growth contributed 
22 percent of the variance in PTSD symptom severity. Age at the time of trauma, shame-
proneness and world assumptions together explained a further 7 percent of the variance in 
PTSD symptom severity. Guilt-proneness was not a significant predictor of PTSD 
symptom severity. 
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Table 8 
Hierarchical Regression of Age at the Time of Trauma, Posttraumatic Growth, Shame and Guilt-Proneness and World 
Assumptions on Posttraumatic Stress Symptom Severity 
Variables PTSD Age PTG Shame Guilt WAS B SE B β 
          
Age .42 
     
8.79 1.79** .32 
PTG -.37 -.38 
    
-.06 .07 -.08 
Shame .36 .16 -.38 
   
.18 .08* .17 
Guilt -.17 -.14 .53 -.25 
  
.13 .10 .09 
WAS -.40 -.24 .67 -.57 .57 
 
-.14 .06* -.23 
           
         
    R² = .30 
M 13.31 
 
63.87 41.65 65.00 125.45 
 
 Adjusted R² = .28 
SD 13.58   17.12 12.78 9.91 23.15     R =  .55** 
Note. PTG = Total Posttraumatic Growth; PTSD = Total Posttraumatic Stress Symptom Severity; WAS = Total World 
Assumptions score. 
**p < .01. *p < .05   
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Hypothesis fourteen: The relationship between shame-proneness, guilt-
proneness, world assumptions, coping strategies and posttraumatic growth. A 
hierarchical multiple regression was conducted to investigate the hypothesis that shame 
and guilt-proneness, world assumptions and active coping strategies would make a 
significant contribution to the prediction of posttraumatic growth, over and above the 
effects of gender, age at the time of trauma, and PTSD symptom severity. Table 9 displays 
the correlations between the variables, the unstandardised regression coefficients (B), the 
standardised regression coefficients (β), and R, R², and adjusted R² after entry of all 
independent variables. R was significantly different from zero for each model. Given that 
the t-test revealed small but significant difference in posttraumatic growth scores between 
males (M = 60.98, SD = 18.42) and females M = 66.36, SD = 15.56, t(183) = -2.23, p = .02 
and there was a moderate negative correlation between total PTSD symptom severity (M = 
13.31, SD = 13.58) and the total posttraumatic growth score (M = 63.87, SD = 17.12, r = -
.37, p < .001), gender and PTSD symptomatology were controlled for by entering them 
together in model 1. As there were no significant differences in posttraumatic growth 
between participants aged 2 to 9, 10 to19 and participants aged 20 to 29 at the time of 
trauma, as well as, between participants aged 30 to 39 and 40 and over at the time of 
trauma, age was dichotomised into younger participants aged 2 to 29 and older 
participants aged 30 and over at the time of trauma. Age was then entered in the first step 
of the regression together with PTSD symptomatology and gender. After step 1, with 
gender, age at the time of trauma and total PTSD symptom severity in the equation, R² = 
.22, F(3,197) = 18.97, p < .001. Adjusted R² value of .21 indicates that 21 percent of the 
variability in posttraumatic growth is predicted by gender, age at the time of trauma and 
total PTSD symptom severity. In the first step of the regression, age at the time of trauma, 
gender and total PTSD symptom severity significantly predicted posttraumatic growth 
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with 95 percent confidence limits of 1.62 to 10.12 for gender, -14.63 to -5.16 for age and -
.48 to -.14 for the total PTSD symptom severity. The size and direction of the relationships 
suggests that participants with higher posttraumatic growth levels were younger, female 
and reported less severe PTSD symptoms. 
In model 2, after controlling for gender, age at the time of trauma and total PTSD 
symptom severity, shame-proneness, guilt-proneness, world assumptions total score and 
active coping were added to the equation. Addition of shame-proneness, guilt-proneness, 
world assumptions and active coping to the prediction of posttraumatic growth explained 
an additional 33 percent of the variance in posttraumatic growth, R² = .56, F(7, 193) = 
34.75, p < .001. The adjusted R² value of .54 indicates that more than a half of the 
variability in posttraumatic growth is predicted by the independent variables entered in the 
equation. In model 2, the total PTSD symptom severity was no longer a significant 
predictor of posttraumatic growth. Age at the time of the trauma, gender, guilt-proneness, 
world assumptions and active coping significantly predicted posttraumatic growth with 95 
percent confidence limits of -11.01 to -3.73 for age at the time of trauma, .23 to 6.83 for 
gender, .07 to .49 for guilt-proneness, .17 to .39 for world assumptions and .06 to .28 for 
active coping. The size and direction of the relationship suggested that younger and female 
participants who reported higher levels of guilt-proneness, more positive world 
assumptions and higher use of active coping strategies had higher levels of posttraumatic 
growth. The Beta values for world assumptions (β = .38), age at the time of trauma (β = -
.21), active coping (β = .18), guilt-proneness (β = .16) and gender (β = .10) indicate that 
world assumptions had a larger association with posttraumatic growth than age at the time 
of trauma, gender, guilt-proneness or active coping. Although the bivariate correlation 
between shame-proneness and posttraumatic growth was statistically different from zero (r 
= -.39, p < .001), shame-proneness did not contribute significantly to the prediction of 
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posttraumatic growth. Hence, this pattern of results indicated that the model in total 
explained over 50 percent of the variance in posttraumatic growth. Gender, age at the time 
of trauma and total PTSD symptom severity contributed 21 percent of the variance in 
posttraumatic growth. Gender, age at the time of trauma, guilt-proneness, world 
assumptions and active coping together explained a further 33 percent of the variance in 
posttraumatic growth. Shame-proneness was not a significant predictor of posttraumatic 
growth.  
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Table 9 
Hierarchical Regression of Gender, Age at the Time of Trauma, Posttraumatic Stress Symptom Severity, Shame and Guilt-
Proneness, World Assumptions and Active Coping on Posttraumatic Growth 
Variables PTG Gender Age PTSD Shame Guilt WAS AC B SE B β 
            
Gender .16 
       
3.53 1.67* .10 
Age -.38 .06 
      
-7.37 1.85** -.21 
PTSD -.37 -.01 .42 
     
-.11 .07 -.08 
Shame -.38 -.03 .16 .36 
    
-.02 .08 -.01 
Guilt .53 .17 -.14 -.17 -.25 
   
.28 .11* .16 
WAS .67 .09 -.24 -.40 -.57 .57 
  
.28 .06** .38 
AC .48 .02 -.11 -.05 -.26 .45 .51 
 
.17 .06** .18 
            
           
R² = .56 
M 63.87 
  
13.31 41.65 65.00 125.45 84.53 
 
 Adjusted R² = .54 
SD 17.12     13.58 12.78 9.91 23.15 18.31       R =  .75** 
Note. PTG = Total Posttraumatic Growth; PTSD = Total Posttraumatic Stress Symptom Severity; WAS = Total World 
Assumptions score; AC = Active Coping. 
**p < .01. *p < .05   
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Discussion 
The aim of the present study was to investigate the factors related to the positive 
and negative outcomes of war-related trauma in Bosnian people resettled in Australia. This 
section will first describe the research findings from the current study, including the 
results of factor analyses, and discuss them in relation to previous research findings. 
Secondly, the limitations of the study will be addressed. Finally, this section will examine 
the implications of the study and provide an overview of suggested directions for future 
research.  
 
Discussion of Preliminary Findings 
Factor analyses. As the measures utilised in the current study were translated, the 
factor structure of the scales was examined in order to determine whether similar structure 
could be found in the current sample. It was possible that the potential cultural differences 
between the present sample and participants involved in the original study and the 
translation of these scales could have led to the altered meaning of some items. The factor 
structure of the original WAS and PTGI could not be adequately reproduced using 
exploratory factor analyses. Nevertheless, the factor solutions for this particular sample 
could be interpreted in terms of the literature in this area and the context of the Bosnian 
war. The only previous study, by Powell et al., (2003), that used the PTGI with a Bosnian 
sample found a similar factor structure to the one derived in the present study. Firstly, a 
four-factor structure was found, rather than the five-factor structure of the original PTGI. 
This is because the items from two of the original factors, New Possibilities and Personal 
Strength, loaded on one factor. The items on this factor relate to positive outlook on life, 
as well as, positive changes in self. It might be possible that for participants in this study, 
positive changes in self, such as greater self-reliance, new interests, and strength, are 
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closely related to positive elements in life such as new possibilities, a new path in life, and 
making necessary changes. The remaining three factors roughly resembled the original 
factor structure. 
With respect to the WAS scale, again the original structure was not replicated and 
was less clear. Firstly, some items that originally loaded on the self-worth scale including, 
preventing bad things happening to oneself, and chance events working out well for 
oneself, loaded on the meaningfulness scale. However, these items can also be seen as 
relating to meaningfulness of the world, namely protection from misfortune with 
preventative measures and the predictability of one‟s own destiny. In a similar fashion, 
some items from the meaningfulness scale loaded on the benevolence scale. These 
included items relating to the belief that misfortune is less likely to strike decent people 
and that life is largely determined by chance.  The first item relates to the belief that one 
can control his or her own destiny by behaving well. The second item is a direct opposite 
to this belief as it suggests that one cannot control his or her destiny as it is determined by 
chance. Although these items originally loaded on the meaningfulness scale, they can be 
seen to relate somewhat to the benevolence of the world and others, if we take in 
consideration the war experiences that the Bosnian people have endured. Given that the 
war was a man-made disaster and that it was largely out of the control of Bosnian people, 
it might be possible that their perception of the control of their own destiny and the 
outcome of the chance events was dependant on the benevolence of the other people. 
 
General Discussion 
The results demonstrated that the majority of former Bosnian refugees in the 
present study reported having been exposed to multiple traumatic experiences during the 
three and half years‟ long war in Bosnia. These experiences included direct war 
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experiences such as shooting, bombing, wounding, killing of family and friends, rape, 
imprisonment, and forceful abandonment of their home. It also included indirect war 
experiences that were not directly witnessed but were nevertheless traumatic, such as the 
wounding or killing of family members or friends, the rape of family members or friends, 
and the destruction of homes. The difference in the number of traumatic experiences 
between males and females was significant, with females experiencing fewer traumatic 
experiences on average. However, the strength of this difference was quite small 
indicating that gender differences in the number of traumatic experiences in the current 
sample were minimal and as such this finding should be taken with caution. This 
difference was largely due to more males than females reporting the incidences of being 
wounded from snipers and artillery and being injured from attacks with a knife or a bat. 
This difference could have arisen as it was predominately the male participants who were 
involved in battle during the Bosnian war, whereas the female participants predominately 
remained in the cities and villages as civilians. Hence, those females that were injured 
mainly obtained injuries from snipers, bombings of the cities, violent house intrusions by 
enemy forces or rape. The number of traumatic experiences did not vary with age. Given 
the characteristics of the war in Bosnia, where civilians, including women and children, 
were often targeted by sniper attacks and bombings, it is not surprising that age and gender 
did not play a large or significant role in relation to the number of traumatic experiences.   
Almost a third of participants were found to be experiencing high levels of distress, 
indicative of a possible PTSD diagnosis, as measured by the PTDS. In terms of 
functioning, almost half of the participants reported moderate to strong impairment of 
functioning due to PTSD-like symptoms. As the study assessed these war survivors 16 
years after the trauma, the findings are consistent with suggestions that the negative 
consequences of war-related trauma are long-lasting, and for some participants, severe 
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(Goldstein at al., 1997; Knipscheer & Kleber, 2006; Mooren & Kleber, 2001). These rates 
are comparable to those estimated in other studies with refugees and displaced people who 
have experienced war trauma and were living in refugee camps in Croatia (Arcel et al., 
1995). However, the rates in the present study, fall in the lower range of the estimates 
reported in most other studies with Bosnian refugees resettled in the USA and Italy, which 
reported rates of 65 and 50 percent respectively (Favaro et al., 1999; Weine et al., 1995). 
Nevertheless, in all of these studies, participants were assessed for PTSD symptomatology 
much sooner after the trauma, either immediately after the war or within 4 years after the 
war, than in the present study which assessed participants 13 years after the end of war. 
Hence, the time lapsed since trauma could have impacted on rates of PTSD 
symptomatology in the current study and permitted a degree of recovery.  
There was only a weak relationship between the number of traumatic experiences 
and PTSD diagnosis and no relationship between the number of traumatic experiences and 
the PTSD symptom severity. This finding is in contrast to the vast amount of literature that 
points to the dose-effect relationship between the exposure to trauma and PTSD symptom 
severity. This could be because the majority of participants in this study had been exposed 
to multiple direct and indirect war related traumatic experiences, all of which were 
potentially traumatic enough to result in PTSD symptomatology. Therefore, the severity of 
these experiences, rather than the number of these experiences, might have influenced the 
development of PTSD symptomatology. Future research could investigate this possibility. 
The results of the present study have also indicated the incidences of posttraumatic 
growth among former Bosnian refugees. The rates reported in the study were higher than 
the rates reported by Bosnian refugees and former internally displaced people living in 
Sarajevo in the study by Powell et al. (2003). This difference could be attributed to the fact 
that Bosnian refugees living in post-war Sarajevo, compared to former Bosnian refugees in 
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this study, have been living in the community that has been fragmented by war as a whole 
and where the process of adaptation and growth might have been hindered by the lack of 
resources and the struggle to satisfy basic human needs (Powell et al., 2003). The latter 
group had relocated to a reasonably peaceful community with intact infrastructure and 
social fabric. In addition, the time passed since the end of war, namely 13 years, might 
have been a significant factor in the higher growth rates obtained in the current study, 
compared to Bosnian refugees in Sarajevo who were assessed 9 years after the end of war. 
This additional recovery might have provided the participants with the time needed for 
initial coping with traumatic events as well as ruminative cognitive processing that seems 
to be necessary for growth to occur. For instance, Bosnian refugees in Australia, with the 
assistance of the Australian government and people, would have had the opportunity to 
regain relative stability with their financial, housing and safety needs and may place 
greater importance on what they still have or what they have managed to regain. In 
addition, it is likely that they would have been able to move forward with their lives and 
gradually rebuild their beliefs in the goodness of other people, justice and the 
predictability of their lives. They were also more likely to have the opportunity to take a 
different path and find new possibilities in life. On the other hand, people in Sarajevo 
would have spent many more years attempting to rebuild their lives due to the post-war 
situation in Sarajevo, including lack of infrastructure, employment opportunities and 
housing. Hence, it seems likely that the perception of positive outcomes and rebuilding of 
core world assumptions for people in Sarajevo would have been harder to achieve and 
would take a longer time than for Bosnian refugees in Australia. This comparison could 
not be made in the present study, however, it might be worthy of consideration in future 
work of this type. The rates of growth in this study are more comparable to those found 
with Dresden bombing victims 50 years after the event (Maercker & Harrle, 2003), 
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suggesting that the time passed since the traumatic event might be an important factor in 
the development of growth.  
The only domain of posttraumatic growth that was weakly or not correlated at all 
with all independent variables in the present study was the spiritual change domain. This 
domain relates to participants‟ being able to better understand spiritual matters and 
strengthen their religious faith. This is also a domain where participants reported the 
lowest levels of growth. The low levels of growth in this domain seem to suggest that the 
majority of participants did not experience an increase in their spiritual or religious beliefs. 
This is not surprising given that prior to the war, Bosnian people lived in a largely secular 
society where religion was not widely practiced. The PTGI does not allow one to examine 
negative changes; hence, it is unknown whether participants experienced a decrease in 
their beliefs. It might also be possible that participants did not perceive an increase in 
spirituality or religious practices as positive change. During the Bosnian war, religious 
symbols were used in torture and war propaganda. Hence, it might be possible that the 
participants were associating religion with war and as such are seeing increase in religious 
practices as negative change.  
In addition, the original structure of PTGI was not replicated in the current study. 
This finding is not suprising given that literature points to the differences in factor 
structure of PTGI in different cultures (Weiss & Berger, 2010). The studies with different 
cultures found between two and five factors. The current sample found a four factor 
structure similar to the structure found in Powell el at. (2003). 
 
Discussion of Findings in Relation to the Hypotheses of the Current Study 
Hypothesis one. The results of the current study confirmed the hypothesis that 
younger participants would report higher levels of posttraumatic growth than participants 
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who were older at the time of trauma. There was a strong age effect on posttraumatic 
growth, with younger participants, aged 2 to 29 at the time of trauma, reporting higher 
rates of growth than participants aged 30 and over at the time of trauma. This finding is 
similar to the Powell et al. (2003) study, which also indicated that the older Bosnian 
refugees and displaced persons recorded the lowest levels of growth. However, this 
finding is contradictory to earlier research findings with students who have experienced 
traumatic events (Tedeschi & Calhoun, 1996), parents who have lost a child (Polansky & 
Esprey, 2000) and cancer patients (Collins et al., 1990) which found no age effect. 
However, all of these studies had fairly limited age ranges, compared to that of the present 
study, and might have not been able to detect significant differences.     
A number of interpretations concerning the age differences found in the present 
sample are plausible. Firstly, the level of PTSD symptomatology varied significantly 
between these groups. For instance, older participants, aged 46 and over at the time of the 
assessment or 30 and over at the time of the trauma, who reported the lowest levels of 
growth, also reported the highest levels of PTSD symptomatology. Given that there was a 
moderate negative relationship between PTSD symptomatology and growth in the present 
study, it might be possible that the PTSD symptom severity is hindering growth for this 
age group. In addition, it is also possible that older participants, who are more likely to 
have experienced previous traumatic events in their lifetime, may not be in a position to 
perceive significant benefits from subsequent traumatic experiences. Similarly, for older 
participants, it would be more difficult to make significant adaptive changes which are 
indicative of growth, including establishing a new life path or profession and starting new 
families after the old family ties have been lost. The youngest participants, aged 18 to 25 
at the time of assessment or aged 2 to 9 at the time of trauma, reported the lowest number 
of PTSD symptoms but high levels of growth. Nevertheless, the results need to be taken 
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cautiously particularly for this group, as it might have been difficult for them to assess the 
influence of events that have occurred in their early childhood. For instance, it would have 
been difficult for them to assess whether their priorities in life have changed as a result of 
the war or as a result of the natural maturation processes. In addition, a small number of 
participants in this group compared to other groups might have lead to misleading results 
with respect to their PTSD and posttraumatic growth levels.  
  
Hypothesis two. With respect to gender, it was hypothesised that female 
participants would report higher rates of posttraumatic growth than male participants. The 
results of the current study confirmed this hypothesis with a finding of small but 
significant gender difference. This finding is in congruence with earlier findings which 
also indicated that females report more growth (Park et al., 1996; Tedeschi & Calhoun, 
1996). However, this result contradicts Powell et al. (2003) and Polansky and Esprey 
(2000), who found no significant differences between males and females. The findings 
from the present study suggest that females have a greater tendency to perceive positive 
changes following highly traumatic events. This could be related to the suggestions that 
females are more likely to seek social support than males (Littlewood et al., 1991; Rosario 
et al., 1988). The social support is also thought to play an important role in the 
development of posttraumatic growth. Therefore, this gender difference in posttraumatic 
growth might be due to differences in seeking social support rather than the ability to 
perceive positive changes following traumatisation. Although significant, the difference in 
the present sample was quite small and the role of social support was not investigated. 
Hence, the assessment of gender differences in posttraumatic growth warrants further 
investigation.  
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 Hypothesis three. As hypothesised, participants who were prone to shame 
reported higher PTSD symptom severity. This finding is consistent with other studies 
which found that the relationship between shame and PTSD was positive, indicating that 
shame-proneness was maladaptive in the aftermath of trauma (Andrews et al., 2000; 
Leskela et al., 2002; Wong & Cook, 1992). Whether participants were prone to shame 
prior to traumatisation cannot be ascertained from the data. If this is the case, then shame-
proneness could be seen as a risk factor for the development of PTSD symptoms. 
Nevertheless, it is also possible that the years of PTSD symptomatology or particular 
elements of exposure to trauma are associated with reactions of shame and have led to a 
proneness to shame. Given the nature of the Bosnian war, where Bosnian people have 
been exposed to numerous traumatic experiences including torture, humiliation and denial 
of basic human rights, it seems more plausible that these experiences have led to a 
proneness to shame. While future studies should endeavour to explore this possibility, due 
to the nature of the factors it would be hard to measure these variables prior to a war and 
after a war. However, studies carried out for other purposes prior to the war that looked at 
these factors in the general population may be of use in answering this question. 
 
Hypothesis four. As predicted, participants who were prone to guilt reported lower 
PTSD symptom severity. This finding confirms the earlier finding by Leskela et al. (2002) 
who also found a negative association between guilt-proneness and PTSD 
symptomatology. This finding seems to be in line with Janoff-Bulman‟s hypothesis that 
certain type of blame could be adaptive in the aftermath of trauma (Janoff-Bulman, 1979). 
She posited that the attributional style that is focused on certain negative behaviours, 
which is similar to the concept of guilt-proneness, rather than a negative evaluation of the 
entire self, may reduce the risk of developing and maintaining PTSD symptoms. Whether 
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the participants were prone to guilt prior to traumatisation cannot be drawn from the data. 
If this was the case, then guilt-proneness could be seen as a protective factor for the 
development of PTSD. Nevertheless, given the nature and severity of the Bosnian war and 
the previous research that has demonstrated a strong relationship between surviving war 
and feelings of guilt (Davidson, Kudler, Saunders & Smith, 1990; Fontana et al., 1992; 
Hendin & Haas, 1991; Kubany et al., 1997; Leskela et al., 2002), Bosnian people are 
likely to be experiencing survivor guilt or guilt for surviving when others have not, combat 
guilt relating to killing others during war, guilt related to their actions in the desperate 
times of war or guilt for leaving their country and loved ones behind. Hence, it seems 
more plausible that the exposure to trauma is associated with reactions of guilt and has led 
to a proneness to guilt. While the study did investigate the proneness to guilt, it is 
unknown whether participants are experiencing guilt feelings and the nature of their guilt. 
Hence, any inferences about the guilt among Bosnian people need to be taken cautiously. 
 
Hypothesis five. The results of the present study confirmed the hypothesis that 
shame-proneness would be negatively related to growth. No previous research has 
addressed the role of shame-proneness in the development of growth. This finding is not 
surprising, as growth entails an increased sense of personal strength and closer 
relationships with others, as well as increased appreciation for life and new possibilities in 
life. On the other hand, shame involves a painful scrutiny of the entire self together with 
feelings of worthlessness and powerlessness, low self-esteem, avoidance and withdrawal 
from other people (Paunovic, 1998; Stone, 1992; Tangney, 1990). If the individual is 
shame prone, these feelings are likely to intensify (Leskela et al., 2002). Hence, people 
prone to feelings of shame do not seem likely to feel an increased sense of personal 
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strength and self-reliance or to actively seek social support and form closer bonds with 
other people. 
 
Hypothesis six. It was hypothesised that guilt-proneness would be positively 
related to posttraumatic growth. The role of guilt-proneness in posttraumatic growth has 
not previously been investigated. The results of this study indicated a positive association 
between guilt-proneness and growth, suggesting that proneness to guilt might not only be 
adaptive in the recovery process following trauma, but might also have implications in the 
development of growth. This result seems to suggest that Janoff-Bulman‟s (1979) 
hypothesis of the adaptive nature of behavioural self-blame following trauma might also 
be extended to growth. It seems possible that guilt-proneness, which is concerned with the 
negative evaluation of the specific behaviours, rather than the entire self, might have led 
participants towards reparative action, such as getting involved in a helping profession and 
caring for those who have experienced grief and loss, and in turn to finding new 
possibilities in life, compassion and new meaningful relationships, all of which constitute 
elements of growth. 
 
Hypothesis seven. As predicted, the study indicated a moderate negative 
relationship between all domains of world assumptions and PSTD symptom severity. This 
finding confirmed earlier findings from a number of studies with trauma survivors 
(Magwaza, 1999; Mooren and Kleber, 2001; Solomon et al., 1997). It seems to be in 
accordance with Janoff-Bulman‟s (1989) assertion that a traumatic experience is likely to 
shatter one‟s perceptions about the world, others and self. The nature of the Bosnian war, 
in particular the fact that it was a manmade disaster, and the severity and brutality of 
traumatic experiences of the Bosnian people seem to be important factors that could have 
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influenced their world assumptions. As expected, the Bosnian people in this study reported 
disruptions in all three assumptions. Nevertheless, it was not possible to investigate the 
nature of participants‟ world assumptions prior to the war and it might be possible that that 
their assumptions were disrupted as a result of previous or subsequent traumatic events in 
their life rather that war-related experiences. As discussed above, if previous assessments 
completed before the war can be obtained and compared to post-war studies, some 
clarification of this question may be possible.   
 
Hypothesis eight. The present study found evidence supporting the hypothesis that 
participants who reported more posttraumatic growth would report more positive world 
assumption in all three domains. This finding is in congruence with other literature, which 
indicates that the world assumptions of those who experience posttraumatic growth are 
more positive than world assumptions of those who do not experience growth (Bayer et 
al., 2007; Carboon et al., 2005). World assumptions are thought to play a major role in the 
development of posttraumatic growth. Growth is thought to occur while one is struggling 
with the aftermath of trauma and rebuilding those assumptions in a way that integrates the 
information about trauma (Tedeschi & Calhoun, 1996). Hence, the level of posttraumatic 
growth in Bosnian refugees seems to be dependent on the degree to which Bosnian people 
were able to rebuild those assumptions. It seems possible that by coming to Australia, 
Bosnian people were again able to regain the trust and belief in human goodness, were 
able to again experience stability and predictability in their lives and were treated in such a 
way as to be able to regain a belief in self-worth. If so, they might have been able to 
rebuild their assumptions about the benevolence of other people and about the justice and 
predictability of the world. Also, the time passed since the trauma is likely to be a 
significant factor as it might have given Bosnian refugees enough time to process and 
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integrate trauma information in a belief system that is more positive and allows them to 
lead more meaningful lives.   
 
Hypotheses nine and ten. With regards to passive coping, it was hypothesised that 
there would be a positive relationship between passive coping and PTSD symptom 
severity. The results indicated that there was no relationship between passive coping and 
PTSD symptom severity. Passive coping included strategies such as acceptance, denial, 
mental disengagement, humour, substance use and behavioural disengagement. With 
regards to passive coping, the results are in contrast to earlier findings by Higgins & 
Endler (1995) and Bombardier et al. (1990), who found that more passive coping 
strategies such as wishful thinking, self blame and avoidance were positively associated 
with PTSD symptomatology.  
Contrary to the hypothesis, the results indicated that active coping was also not 
related to PTSD symptomatology. Active coping included strategies such as planning, 
active coping, instrumental and emotional social support, religious coping, venting 
emotion, suppressing competing activities, restraint and positive reinterpretation. This 
finding is in line with Goldenberg and Matheson‟s (2005) and Bombardier et al. (1990) 
findings, which also suggested that active coping was not related to elevated levels of 
PTSD. However, this finding contradicted previous studies which have found that active 
coping strategies including problem-focused strategies as well as social support predict 
better recovery from trauma (Armeli et al., 2001; Brewin, et al., 2000; Higgins & Endler, 
1995; Linley & Joseph, 2004; Rosner & Powell, 2006; Solomon et al., 1988). Due to the 
nature of participant‟s experiences, which were for the most part out of their control, it 
might be possible that participants in this study have deemed active coping strategies to be 
inadequate for alleviating their distress. It is also possible that their posttraumatic stress 
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symptomatology may have reduced their ability to invoke these active coping strategies 
(Goldenberg & Matheson, 2005).  
 
Hypothesis eleven. As hypothesised, the present study indicated that there was a 
positive relationship between growth and active coping. This finding supports various 
previous findings which indentified problem-focused coping, emotion-focused coping 
including emotional social support, positive reinterpretation and religious coping as 
strategies which are adaptive in the aftermath of trauma and seem to lead to higher levels 
of growth (Armeli et al., 2001; Collins et al., 1990; Folkman, 1997; Linley & Joseph, 
2004; Rosner & Powell, 2006). The results have highlighted the importance of problem-
focused strategies in posttraumatic growth. It seems possible that being actively involved 
with a problem might result in increased sense of self-efficiency and strength and finding 
new possibilities in life. Also, the use of problem-focused coping might lead to the 
reconstruction of existing schemas through the use of positive reinterpretation of events 
and ultimately to increased growth. Hence, with the use of problem-focussed strategies, 
participants are likely to be able to find meaning in their experiences by interpreting the 
situation in terms of their deeply held values and beliefs and by revisiting the goals which 
foster meaning in terms of a sense of purpose and control. In addition, the finding that 
emotion-focused strategies such as seeking emotional support and venting seem to be 
associated with growth confirms earlier finding by Rosner and Powell (2006) who found 
similar results in Bosnian people following war trauma. This finding is not surprising 
given that growth entails closer bonds with other people and greater reliance on other 
people. Similarly, since the events during the war were largely out of the participants‟ 
control, it seems likely that in many instances participants believed that there was not 
much they could do to change the situation and that war was something they had to 
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endure. Hence, the use of emotion-focused strategies was likely to be effective and lead to 
increased levels of growth. 
 
Hypothesis twelve. The hypothesis that passive coping would be negatively 
related to growth was not confirmed. The study indicated that there was no association 
between passive coping and growth.  The lack of association between passive coping and 
growth in the present study is similar to the finding of Rosner and Powell (2006) and 
Kesimci et al. (2005) who also found that passive strategies such as avoidance, and 
helplessness coping were not related to growth. This finding makes sense since growth 
entails active thinking about the trauma and purposeful rumination about the event in order 
to allow for cognitive processing needed for growth to occur (Tedesci & Calhoun, 1996).  
Behavioural disengagement, distraction, denial or substance use coping strategies are not 
likely to trigger these ruminative processes or result in increased sense of strength, closer 
relationships with others or rebuilding of their core beliefs and values. Hence, these 
strategies seem to be unrelated to the process of growth. 
 
Hypothesis thirteen. It was hypothesised that shame and guilt-proneness and 
world assumptions would make a significant contribution to the prediction of PTSD 
symptom severity, over and above the effects of age at the time of trauma and 
posttraumatic growth. This hypothesis was partially supported. When the predictive power 
of all variables was taken in consideration with the use of hierarchical regression, the 
model explained 29 percent of the variance in PTSD symptom severity. Gender, Active 
and Passive Coping were excluded from the analysis due to lack of association between 
these variables and PTSD symptom severity. Age at the time of trauma and posttraumatic 
growth significantly contributed to the prediction of PTSD symptom severity explaining 
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22 percent of the variance in PTSD symptom severity. After controlling for the effects of 
age at the time of trauma and posttraumatic growth, shame-proneness and world 
assumptions explained a further 7 percent of the variance in PSTD symptom severity. Age 
at the time of trauma contributed the most to the variance in PTSD symptom severity 
followed by the world assumptions and shame-proneness. Hence, this pattern of the results 
confirmed the importance of the age at the time of trauma, world assumptions and shame-
proneness in PTSD symptom severity. With the addition of shame-proneness and world 
assumption, posttraumatic growth was no longer significant contributer to the prediction 
of PTSD symptom severity indicating that these two concepts are independent. Lastly, 
guilt-proneness did not make a significant contribution to the prediction of PSD symptom 
severity. This could be due to the overlapping effects of shame and guilt-proneness, as 
results have indicated a moderate negative correlation between shame and guilt-proneness.  
 
Hypothesis fourteen. It was hypothesised that shame and guilt-proneness, world 
assumptions, and active coping strategies would make a significant contribution to the 
prediction of posttraumatic growth, over and above the effects of gender, age at the time of 
trauma and the PTSD symptom severity. This hypothesis was partly supported. Taking 
into consideration the predictive power of all variables with the use of hierarchical 
multiple regression, the model explained 54 percent of the variance in posttraumatic 
growth. Passive Coping was not used in the analysis due to lack of association between 
passive coping and posttraumatic growth. Age, gender and PTSD symptomatology were 
significant predictors of posttraumatic growth, explaining 22 percent of the variance. After 
controlling for the effects of age at the time of trauma, gender and PSTD symptomatology, 
guilt-proneness, world assumptions and active coping explained a further 32 percent of the 
variance in posttraumatic growth. World assumptions contributed the most to the variance 
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in posttraumatic growth, followed by age at the time of trauma, active coping, guilt-
proneness and gender. Hence, the results have confirmed the importance of world 
assumptions and active coping in posttraumatic growth, but also indicated that age and 
guilt-proneness could be important factors that contribute to growth. Although shame-
proneness indicated a moderate negative correlation with posttraumatic growth, it did not 
make a significant unique contribution when added to the equation. Again, this could be 
due to the overlapping effects of shame and guilt-proneness.  
In conclusion, the results confirmed the earlier findings concerning the prevalence 
of posttraumatic growth after the Bosnian war for the Bosnian people who resettled 
abroad. The study also provided evidence that shame-proneness was negatively related 
and guilt-proneness was positively related to posttraumatic growth. Evidence provided by 
the present study, in congruence with earlier research, supports the hypotheses that the 
rebuilding of shattered world assumptions following trauma and the coping strategies used 
to cope with the traumatic events seem to be integral for the development of posttraumatic 
growth. Inevitably, the study has some important limitations. The following sections will 
outline the limitations and future directions that arose from the present study.    
 
Limitations of the Study  
There were a number of potential limitations relating both to the sample itself, and 
the method adopted for this research, which have inevitably influenced the findings. 
Namely, the sample in this study is nonrandomised, which can produce biases and lead to 
less generalisable results (Borg, 1984). In addition, almost 60 percent of the participants 
were over the age of 45 at the time of the assessment or over 29 at the time of trauma, 
leading to an underrepresentation of young people. In addition, at the time of assessment 
over 60 percent of participants were married and over 40 percent were pensioners. Hence, 
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the sample is not representative of the general population in terms of age and 
socioeconomic status and might not adequately reflect the experience of posttraumatic 
growth for young, single and employed Bosnian people.  
The reasons for these biases towards older people could be due to a number of 
factors including compliance and motivation to participate in a study, the transient nature 
of young people‟s lives, or difficulty finding the time to complete the questionnaires. In 
addition, all participants voluntarily participated in the research and did not receive any 
incentives for their participation. Hence, this group of Bosnian people might have differed 
from the Bosnian people who chose not to participate. It may be that since the data were 
collected 16 years after the trauma, some individuals no longer felt that it was a pressing 
topic and therefore chose not to participate. In addition, the questionnaire package for this 
study was quite lengthy which could have been a deterring factor for some potential 
participants. On the other hand, the Bosnian people who chose to participate may be 
people who are still quite distressed and were hoping to find some solace in completing 
the questionnaire package. To speculate further, this sample could be comprised of 
individuals who find writing about their traumatic experience helpful.  
Lastly, the fact that one of the researchers was from the same cultural background 
could have influenced participation. For instance, for some participants having a 
researcher who speaks their language could have been reassuring as they had someone to 
talk to in their language about any issues that could arise during the study. In addition, 
they might have had more trust and faith in the study since it was being conducted by 
someone who is familiar with their culture. The researcher was from a mixed ethnicity and 
it was hoped that all groups would be comfortable with the researcher. However, it is 
possible that some participants were mistrustful. For instance, they could have made 
inferences about the ethnicity of the researcher and depending on their own ethnicity and 
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views about other ethnicities; this could have created further distrust and resulted in a 
decision not to participate. In addition, although confidentiality was explained to them, 
they might have feared that their information could leak into the community. If feasible, it 
might be beneficial for future studies to employ researchers from all three ethnicities to 
work with each group individually. 
There was also the issue of cross-cultural bias of the instrument and the possibility 
that the questionnaires might not adequately tap into the experiences of survivors. There 
may be areas in which the PTGI could be usefully developed to capture more of the 
growth experience in the Bosnian context. For instance, as identified by Rosner and 
Powell (2007), one new aspect which related to discovering the value of true friendship 
was found to be specifically important to Bosnian war survivors, but is not included in 
PTGI. In addition, although appropriate procedures were followed with translation of the 
questionnaires, it might be possible that the translation of the questionnaires has led to 
change of meaning on certain items and, as such, the scale might not be measuring the 
same concepts as the original scales. Hence, the results should be taken as tentative and 
further validation of these translated scales with Bosnian people should take place in the 
future.  
The study was exclusively based on self-report measures that could have resulted 
in response biases, such as acquiescence effects or the tendency of respondents to agree 
with or give affirmative answers to questionnaire items regardless of their substantive 
content and social desirability effects or the tendency of respondents to distort answers in 
a favourable manner may have occurred and altered the findings (Hebert et al., 1997). The 
method of self-report could have been confounded not only by social desirability but also 
through avoidance and denial of actual intrusive thoughts or actual avoidant or arousal 
behaviours as well as difficulty admitting the positive changes as a result of such a horrific 
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experience such as war. In future research, more clarity could be gained by using 
qualitative measures where a clinical interview could be used to obtain more accurate data 
about the prevalence of PTSD in the Bosnian sample.   
Another measurement limitation relates to the use of a retrospective measure of 
coping. It is common for situational coping measures to have respondents describe their 
coping in regard to a recent or current situation. However, retrospective contamination 
could be problematic. In fact, O‟Brien and DeLongis (1996) have suggested that the 
longer the recall period, the more chance that the assessment of the coping behaviour will 
be systematically related to personality. Given that the participants in the present study 
were asked to recall their coping behaviours 16 years ago, it might be possible that the 
participants were having difficulties recalling their coping behaviours and were describing 
their current coping efforts rather than the coping behaviours they used long time ago. 
In addition, the study design divided coping strategies into active and passive 
coping strategies using factor analysis. Although this is a common practice in 
psychological literature, it is also a limitation given that coping is a multidimensional 
concept and each strategy measures a different way of coping (Carver et al., 1989). Hence, 
the study did not permit the investigation of the importance of each coping strategy for the 
development of posttraumatic growth. It is recommended that future studies investigate 
the usefulness of each strategy in posttraumatic growth.  
Another limitation of the study was that it did not include a control group, hence 
compromising the internal validity of the study (Borg, 1984). There were a number of 
reasons for this decision. The main reason for not including a control group was the 
difficulty of finding a suitable matching control group in Australia. This was due to 
cultural differences between Australian and Bosnian people. Secondly, constraints of the 
research, such as the allowed time frame, did not allow for the search and recruitment of 
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control group participants. Inevitably, the lack of a control group could have resulted in 
threats to the internal validity of the study such as confounding and selection bias 
(Gravetter & Forzano, 2008).    
Significant number of participants reported previous traumatic experiences 
unrelated to war. However, the items on the intrusive and avoidant subscales were specific 
to the experience of war and the resulting symptoms experienced within the past month. In 
addition, the items on PTGI were specific to changes that resulted from war. Hence, the 
assessment of the contributions of prior traumatic events beyond the occurrence of war 
could not be assessed in the present study.  
Another limitation, which is inherent to cross-sectional research, was that the 
participants could not be assessed prior to war-related trauma. Hence, the information on 
the pre-existing proneness to shame or guilt, world assumptions or growth levels could not 
be obtained. Furthermore, as the study did not retrospectively measure the world 
assumptions and shame and guilt-proneness prior to the war, it is not possible to draw 
conclusions with respect to whether the war-related trauma, earlier life trauma or some 
other factors have led to disruptions in world assumptions and guilt and shame-proneness.  
The present study was a descriptive investigation that examined the relationships 
among shame and guilt-proneness, levels of posttraumatic stress symptoms, patterns of 
coping and posttraumatic growth among Bosnian survivors of war. As such, no 
interventions or experimental treatments were introduced. Since this was a descriptive 
study, inferences can be made about associations among these variables, but inferences 
cannot be made concerning causation among these variables. In addition, the study 
examined some areas that are largely absent from the research literature. For instance, the 
role of shame and guilt-proneness in posttraumatic growth was not previously 
investigated. Similarly, the literature on world assumptions and growth is sparse. It is 
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important to note that the conclusions from the study are tentative and exploratory in 
nature. Although not necessarily a limitation, findings are likely to be revised and change 
as the field grows and new findings emerge. 
 
Theoretical implications of the study 
The theoretical model of posttraumatic growth implies that the rebuilding of world 
assumptions is needed for growth to occur. However, very few studies to date have 
investigated the relationship between world assumptions and posttraumatic growth. The 
current study provided more evidence about the role of world assumptions in 
posttraumatic growth. As suggested by previous research and theoretical model of PTG, 
positive world assumptions were associated with higher levels of posttraumatic growth. 
Shame and guilt are thought to be associated features of PTSD. No earlier reseach 
has investigated to role of shame and guilt-proneness in the development of posttraumatic 
growth. The current study indicated that guilt-proneness in particular as opposed to shame-
proneness might be a significant trait that distinguishes people who experience growth 
from the ones who do not. Nevertheless, these findings are preliminary and more research 
is needed. It might also be useful for future studies to investigate the role of emotional 
states of shame and guilt in the development of posttraumatic growth. 
In a similar fashion, it has been suggested that persistent cognitive processing is 
associated with increased levels of growth (Tedeschi & Calhoun, 2004). The current study 
showed that active coping strategies might play an important role in the development of 
posttraumatic growth. Active coping included strategies such as planning, active coping, 
instrumental and emotional social support, religious coping, venting emotion, suppressing 
competing activities, restraint and positive reinterpretation. These results have highlighted 
the importance of problem-focused strategies in posttraumatic growth. It seems possible 
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that being actively involved with a problem might result in increased sense of self-
efficiency and strength and finding new possibilities in life. Also, the use of problem-
focused coping might lead to the reconstruction of existing schemas through the use of 
positive reinterpretation of events and ultimately to increased growth. In addition, the 
finding that emotion-focused strategies such as seeking emotional support and venting 
seem to be associated with growth is not surprising and suggests that social support, which 
is considered to be an integral part of posttraumatic growth model, is important in the 
development of growth.  
While the five domains of growth provide a good reporesentations of the breadth of 
growth that people can experience, the five structure model was not reprooduced in the 
current study. As other research has noted, there seems to be some culturally relevant 
areas of growth that have not been included in PTGI and the factor structure of PTGI 
seems to vary in different cultures (Powell et al., 2003; Rosner & Powell, 2007; Weiss & 
Berger, 2010). Therefore, there is a need to further examine the universal and culturally 
bound areas of growth.  
The study also provides further evidence on the important issue in posttraumatic 
growth literature of whether higher levels of growth are associated with lower levels of 
PTSD. The current study found a moderate negative relationship between posttraumatic 
growth and PTSD symptom severity thereby confirming the earlier findings by Carver and 
Anthony (2004) and Frazier et al. (2001) which found that higher levels of growth were 
associated with lower levels of PTSD. The current study also found that about 30 percent 
of participant met the criteria for PTSD and about 40 percent reported having moderate to 
severe impairement in their functioning due to PTSD symptoms. In addition, majority of 
participants reported experiencing some symptoms of PTSD even 13 years after the war 
suggesting that posttraumiatic growth and stress co-existed in some participants. As 
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suggested by Tedeschi and Calhoun (1998), these continuing levels of manageable distress 
might fuel posttraumatic growth.  
 
Future Directions 
This study provides valuable insight into variables that are related to better 
adjustment after war trauma and provides evidence of positive growth following this 
traumatic event. The results suggest that shame and guilt-proneness, world assumptions, 
coping strategies and post-traumatic growth could be examined in future studies using 
longitudinal designs. Future research could include a more heterogeneous sample of 
participants particularly with regards to their socioeconomic status and age.  
It might also be useful to include a qualitative analysis of shame and guilt in 
relation to the experiences of war, in order to gain insight into the nature and the extent of 
the participants‟ shame or guilt. Given that measures were translated for use in this study, 
further use and validation of these scale is necessary to confirm their reliability and 
validity. Furthermore, the qualitative analysis of posttraumatic growth in Bosnian people 
would be useful as it might discover the areas in which the PTGI could be usefully 
developed to capture more of the growth experience in the Bosnian context. As Rosner 
and Powell (2006) suggested, the value of friendship could be an important area of growth 
for Bosnian people.  Hence, future research should endeavour to conduct a qualitative 
analysis of posttraumatic growth with Bosnian war survivors to compliment the results of 
the current study. 
Future studies should also aim to include a credible matching control group in 
order to eliminate some of the threats to internal validity of the study, in particular any 
confounding variables that might be having an influence on results. As this task was 
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difficult to achieve in Australia, the suitable control group would be easier to find in 
Eastern Europe, particularly former Yugoslavian countries. 
The research literature suggests that coping strategies mediate the relationship 
between world assumptions and psychological distress (Goldenberg & Matheson, 2005). It 
might be possible that coping strategies also mediate the relationship between world 
assumptions, guilt and posttraumatic growth. It might be that those people who view the 
world as meaningful and predictable are more likely to use problem-focused coping 
strategies such as positive reinterpretation, active coping and positive religious coping and 
in turn experience more posttraumatic growth. Similarly, those who view others as 
benevolent are more likely to use emotional social support and venting as coping strategies 
which are also seen to lead to higher levels of growth. With respect to guilt, it might be 
possible that those with higher levels of guilt following the traumatic experience are more 
likely to use strategies such as active coping, positive reinterpretation, emotional social 
support and planning and in turn lead to higher posttraumatic growth. Future studies 
should address these possibilities. 
 
Conclusion 
It has been noted that focusing only on the negative consequences of trauma may 
lead to a biased view of trauma (Linley& Joseph, 2004). An increasing body of evidence 
has documented posttraumatic growth following highly traumatic life events (Erbes et al., 
2005; Manne et al., 2004; Parappully et al., 2002; Powell et al., 2003). The present study 
has provided further evidence that growth can be observed in Bosnian refugees following 
war-related traumatisation. Generally, the interventions for PTSD do not account for the 
potential for posttraumatic growth (Linley & Joseph, 2004). The present study indicated 
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that the experience of growth seems to be related to lowered levels of distress; hence, the 
facilitation of posttraumatic growth appears to be a potentially important therapeutic goal.  
In therapy, the clinical focus on the potential for positive change following trauma 
could be useful as it may instil hope in survovors that the trauma can be overcome. 
Similarly, it can assist in changing the perception about the survivors of trauma by placing 
an emphasis on their ability to adapt and growth from their experiences rather than just 
survive (Morris, Shakespeare-Finch, Rieck, & Newbery, 2005).The recognition of positive 
changes following trauma, in addition to treatment of negative outcomes, is likely to aid in 
the recovery process and improve the survivor‟s psychological well-being (Morris et al., 
2005). For instance, the therapist could explore the process of facilitating growth and thus 
shift the focus from a purely pathogenic model towards a more integrated model of trauma 
(Calhoun & Tedeschi, 1998). 
To date, there is a paucity of research on the processes and concomitants of 
posttraumatic growth. As pointed out by Linley and Joseph (2004) in their review of the 
literature on posttraumatic growth, the association between psycho-social variables and 
growth are typically small. Hence, there is a need for researchers to identify new variables 
that contribute to posttraumatic growth and to establish more clearly what variables are 
related to posttraumatic growth. Investigation in this area is likely to provide valuable 
information for professionals who are assisting the individuals coping with major life 
trauma. The present study contributes to the field of posttraumatic growth by identifying 
new variables that seem to be linked with it. For instance, the study makes a first step in 
implicating shame and guilt-proneness in posttraumatic growth, either as variables that 
hinder or enhance growth in survivors. If these results can be replicated in future studies, 
then assessing and treating shame or guilt in therapy could provide better outcomes for 
survivors of traumatic events (Leskela et al., 2002). In a similar fashion, the study 
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provides further evidence with respect to coping strategies that are linked with better 
growth outcomes. These findings could assist therapists in encouraging clients to use these 
strategies and to work on changing those coping strategies which seem to produce less 
growth. In addition, this study demonstrates that positive world assumptions are indeed 
related to increased posttraumatic growth; hence, interventions aimed directly at changing 
negative world assumptions, such as cognitive therapy, are likely to increase posttraumatic 
growth and result in more positive outcomes for the survivor.  
 Moreover, the study has the potential to be of particular value for survivors of 
war-related traumas who usually present with complex posttraumatic stress reactions. 
Given that Bosnians constitute one of the largest groups that have arrived in Australia in 
the last few decades, the study provides valuable information, especially for those 
clinicians working with this refugee group. 
In conclusion, the current study has contributed to the growing body of literature 
that rather than focusing only on negative effects of trauma, investigates possible positive 
outcomes for the survivors of trauma. The evidence provided by the current study 
indicated that Bosnian people are capable of experiencing growth following war trauma. 
In addition, the study supported earlier findings that more positive world assumptions are 
linked with higher levels of growth. The study also provided evidence, for the first time, 
that people who are prone to guilt have higher levels of growth than those who are not. In 
corollary, the study showed that shame-proneness was linked to lower levels of growth. 
Lastly, the study provided further evidence linking more active coping strategies with 
better growth outcomes. If these results can be reproduced in future studies, the findings 
could have important implications for both survivors of trauma and therapists treating 
trauma survivors. The focus on positive outcomes following trauma and facilitation of 
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growth in therapy is likely to empower the trauma survivors and lead to increased 
psychological well-being. 
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Balaratski Univerzitet 
INFORMACIJE O NAUČNOJ ISTRAZI 
 
Poziv da sudjelujete u istraživanju: 
Psihološki rast nakon ratne trauma: Uloga krivnje, srama, predpostavki o svijetu i načina 
součavanja 
 
ISTRAŽIVAČI 
Nadležni Istraživač:  Dr. Siobhan McEwan, Klinički Psiholog 
Student Istraživač:  Vedrana Kopecki, Doktorat u Psihologiji (Klinički)  
     
Dragi potencijalni učesniku, 
Hvala vam za Vaš interes da sudjelujete u ovom istraživanju koji vrši Vedrana Kopecki, 
Student Doktorata u Psihologiji pod nadzorom Dr. Siobhan McEwan, Odsjek za Znanosti 
Ponašanja i Socialne Znanosti.  
 Šta ovaj projekat istražuje? 
Ovaj projekat istražuje kako Vaše emocije i načini suočavanja utječu na Vašu sposobnost 
da prebrodite i rastete kao osoba nakon ratnih trauma. Ovaj projekat teži da prikupi 
učesnike Bosanske, Hrvatske i Srpske nacionalne pripadnosti koji su se naselili u 
Australiji nakon 1992. Informacije koje skupljamo će informisati psihološku nauku i 
pomoći u razvoju novih intervencija za ljude koji su imali teška traumatska iskustva u 
životu.  
Šta će se od mene tražiti da uradim? 
 Pozvani ste da sudjelujete u ovom istraživanju. Ovaj projekat traži od Vas da ispunite niz 
upitnika koji će Vas pitati o vašim iskustvima u ratu i kakve je posljedice rat ostavio na 
Vas, kao na primjer „Više cijenim vrijednost mog života nego prije rata‟ ili „Ja sam 
uglavnom sretna osoba‟. Očekuje se da će Vaše sudjelovanje u ovom projetku uzeti oko 30 
minuta. Ovo istraživanje je anonimno i Vi nećete trebati da otkrijete Vaše 
ime.Sudjelovanje u ovom projektu ne bi trebalo da Vam prouzrokuje bilo kakvu 
nelagodnost, ali Vas može posjetiti na Vaša prijašnja neugodna iskustva. Lista 
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organizacija u Vašoj okolini koje Vam mogu pružiti savjetovanje će biti ponuđena svim 
učesnicima. U slučaju da Vam sudjelovanje u ovom projektu prouzrokuje nelagodnost, 
imati ćete mogućnost da koristite usluge jedne od ovih organizacija za savjetovanje i 
podržku.  
 Da li će moji odgovori biti povjerljivi? 
 Sve informacije koje sakupimo od Vas će biti povjerljive. Nakon što sakupimo odgovore 
od svih učesnika, informacije će biti stavljene u jednu veliku bazu podataka koja će biti 
korištena da se iznese izvještaj o čitavoj grupi. Neće postojati mogućnost da se Vaši 
odgovori povežu lično sa Vama na bilo koji način.   
 Da li mogu da se predomislim? 
 Vi možete odustati od sudjelovanja u ovom projektu sada ili kad god želite dok se podatci 
skupljaju. Međutim, kada sakupimo sve podatke i Vi nam vratite Vaše upitnike, neće biti 
moguće da izdvojimo Vaše podatke od podataka ostalih učesnika, dakle odustajanje od 
sudjelovanja tada neće biti moguće.   
Ovaj projekat ima odobrenje od Odbora Etičkog Istraživanja s Ljudima na Balarat 
Univerzitetu. Rezultati ovoj istraživanja će biti dostupni sredinom 2009g. Molimo 
kantaktirajte istraživače ako želite da dobijete kopiju rezultata ove istrage ili ako imate 
bilo kakvo pitanje u vezi ove istrage. 
    Hvala Vam što ste uzeli u obzir mogućnost sudjelovanja u ovom istraživanju. 
  
 
 
 
 
 
Pitanja u vezi bilo kojeg aspekta ovog istraživanjapod nazivom ‘Psihološki rast 
nakon ratne trauma: Uloga krivnje, srama, predpostavki o svijetu i načina 
součavanja’ mogu biti usmjereni ka Nadležnom Istraživaču, Dr. Siobhan McEwan 
iz Odsjeka za Znanosti Ponašanja i Socialne Znanosti, Mt Helen, Balaratski 
Univerzitet na telefon (03) 5332 9048. 
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UNIVERSITY OF BALLARAT 
PLAIN LANGUAGE INFORMATION SHEET 
 
Invitation to Participate in Research: 
Psychological growth in the aftermath of trauma: the role of guilt, shame, inner 
representations and coping styles 
 
RESEARCHERS 
Principal Researcher:  Dr. Siobhan McEwan 
Student Researchers:  Vedrana Kopecki, Doctor of Psychology (Clinical)  
    
Dear potential participant, 
Thank you for your interest in participating in this research study being conducted by 
Vedrana Kopecki, Doctoral Student in psychology under the supervision of Dr. Siobhan 
McEwan, School of Behavioural and Social Sciences.  
 What is the study about? 
This study will examine how your emotions and coping styles predict your ability to 
overcome and grow following war trauma.  This study aims to recruit people who are from 
Bosnian, Croatian or Serbian background and have arrived to Australia after 1992. The 
information that is being collected will inform psychological practice and assist in the 
development of new intervention strategies for people who have experienced significant 
trauma. 
What will you be asked to do? 
You are invited to participate in the study. This project will require you to fill in a 
questionnaire package that will ask questions about your experiences of war and the 
impact it had on you, e.g. „I have a greater appreciation for the value of my own life‟ and 
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„I am basically lucky person‟. Participation in this study is expected to take approximately 
30 minutes. This research is anonymous and you will not have to provide your name.   
Participation in this study is not likely to cause discomfort, however it could remind you 
of your stressful experiences.  A resource list of counselling agencies in your area will be 
provided to all participants. In the event that this study does cause some distress, you will 
be able to access a service from the resource list for counselling and support.  
Is the information confidential? 
All information will be kept confidential.  After all of your data has been collected it will 
be collated to form a larger database which will only be used to report group data.  There 
is no possibility that your individual data can be linked back to you in any way. 
Can I change my mind? 
You may withdraw from participating in the study now or at any time during data 
collection.  However, after all data has been collected and you have returned the 
questionnaires, it will be impossible to identify your data from that of any other 
participant; therefore withdrawal after this time is not possible.  
This study has approval from the University of Ballarat Human Research Ethics 
Committee. The results of the study will be available at the end of 2008.  Please contact 
the researchers if you would like the copy of the results of this study or have any questions 
regarding any part of the study. 
Thank you for your time and consideration in participating in this research 
 
 
 
 
 
Any questions regarding any part of the study titled ‘Psychological growth in the 
aftermath of trauma: the role of guilt, shame, inner representations and coping styles’ 
can be directed to the Principal Researcher Dr. Siobhan McEwan of the School of 
Behavioural and Social Sciences, Mt Helen, on telephone number (03) 5327 9619. 
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Lista organizacija gdje se možete obratiti za pomoć (Adelaide) 
 
1. Ako sudjelovanje u ovom projektu probudi u Vama osjećaje nelagodnosti, obratite se 
svom ljekaru koji Vam može dati uputnicu za psihologa, savjetnika ili psihijatra. 
 
2. Ispod se nalazi lista organizacija koje rade specifično sa izbjeglicama, ljudima koji su 
doživjeli traume, ili ljudima s područja bivše Jugoslavije, te Vam mogu pomoći s nekim 
dodatnim uslugama i oko prevođenja ako Vam je to potrebno. 
 
Detalji Organizacije Usluge koje organizacija nudi 
Survivors of Torture & Trauma 
Assistance & Rehabilitation Service 
12 Hawker Street 
Bowden SA 5007 
Tel: 08 8346 5433 
Nudi savjetovanje za ljude koji su 
doživjeli ratne traume i mučenja. 
Pomaže pri rehabilitaciji ljudi koji su 
preživjeli traume i mučenja i njihovim 
porodicama. 
Migrant Resource Centre  
59 King William Street 
Adelaide SA 5000 
Tel: 08 8217 9500 
Glavna svrha MRC je da pomogne 
migrantima i izbjeglicama s 
njihovim neposrednim i 
dugoročnim potrebama tako da se 
oni uspješno uklope i naviknu na 
život u Australiji.   
 
Usluge koje MRC nudi: 
Direknte usluge i savjete za 
novodošle izbjeglice i migrante  
Pomoć oko naseljenja i 
informacije za novodošle migrante 
i izbjeglice  
Pomoć oko zaposlenja za migrante 
i izbjeglice. 
 
The Migrant Health Service 
21 Market Street 
Adelaide SA 5000  
Tel: 08 8237 3900  
 
Ova organizacija radi isključivo sa 
novodošlim izbjeglicama koji su došli 
kroz humanitarni program. Pogotovo nude 
usluge ljudima sa kompleksnim 
potrebama uključujući samohrane majke, 
velike porodice, ljude s slabim znanjem 
engleskog jezika i ljude koji su proveli 
dugo vremena u izbjegličkim kampovima. 
Tim se sastoji of medicinskih sestara, 
sociajnih radnika, doktora i psihologa. 
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Lista organizacija gdje se možete obratiti za pomoć (Melbourne) 
 
1. Ako sudjelovanje u ovom projektu probudi u Vama osjećaje nelagodnosti, obratite se 
svom ljekaru koji Vam može dati uputnicu za psihologa, savjetnika ili psihijatra. 
 
2. Ispod se nalazi lista organizacija koje rade specifično sa izbjeglicama, ljudima koji su 
doživjeli traume, ili ljudima s područja bivše Jugoslavije, te Vam mogu pomoći s nekim 
dodatnim uslugama i oko prevođenja ako Vam je to potrebno. 
 
Detalji Organizacije Usluge koje organizacija nudi 
Victorian Foundation for Survivors of 
Torture 
6 Gardiner Street,  
Brunswick Vic 3056  
03 9388 0022 
Nudi savjetovanje za ljude koji su 
doživjeli ratne traume i mučenja. 
Pomaže pri rehabilitaciji ljudi koji su  
preživjeli traume i mučenja i njihovim 
porodicama. 
Gippsland Migrant Resource Centre  
100-102 Buckley Street,  
Morwell, Vic 3840.  
Phone (03) 5133 7072 
 
Northern Migrant Resource Centre  
251 High Street,  
Preston, Vic 3072.  
Phone (03) 9496 0200 
 
North West Region (St Albans) 
Migrant Resource Centre  
45 Main Road West, 
St Albans, Vic 3021.  
Phone (03) 9367 6044  
 
South Central Region Migrant 
Resource Centre  
40 Gratan Street,  
Prahan, Vic 3181.  
Phone (03) 9510 5877  
 
South Eastern Region Migrant 
Resource Centre  
Level 1, 314 Thomas Street,  
Dandenong, Vic 3175.  
Phone (03) 9706 8933 
  
 
Glavna svrha MRC je da pomogne 
migrantima i izbjeglicama s 
njihovim neposrednim i 
dugoročnim potrebama tako da se 
oni uspješno uklope i naviknu na 
život u Australiji.   
Usluge koje MRC nudi: 
Direknte usluge i savjete za 
novodošle izbjeglice i migrante  
Pomoć oko naseljenja i 
informacije za novodošle migrante 
i izbjeglice  
Pomoć oko zaposlenja za migrante 
i izbjeglice  
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Migrant Resource Centre Westgate 
Region  
78-82 Second Avenue,  
Altona North, Vic 3025.  
Phone (03) 9391 3355  
Australian Multicultural 
Foundation/Centre for Multicultural 
Youth Issues 
Level 1, 308 Drummond St 
CARLTON VIC 3053 
Phone 03 9347 6622 
Pruža usluge za mlade izbjeglice u 
Viktoriji uključujući pomoć oko 
naseljenja i povezivanje s drugim 
organizacijama.  
Merhamet Muslim Welfare Association  
18 Leonard Avenue 
NOBLE PARK VIC 3174 
Phone 03-9792 4381 
Pruža informacije, uputnice u druge 
službe i pomoć ljudima iz Bosne i 
Hercegovine u Melbournu pogotovo 
ljudima koji su došli na humanitarnoj vizi 
i kroz povezivanje porodica.  
Serbian Welfare Association of 
Victoria  
7/57 Robinson Street 
DANDENONG VIC 3175 
Phone (03) 9706 8933 
Pruža pomoć ljudima koji su došli na 
humanitarnoj vizi i kroz povezivanje 
porodica sa slabim znanjem engleskog 
jezika Srpske nacionalnosti ili iz mješanog 
braka. 
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Resource List Adelaide- Migrant Specific Services 
Organisation Details Services offered 
Survivors of Torture & Trauma 
Assistance & Rehabilitation Service 
12 Hawker Street 
Bowden SA 5007 
Tel: 08 8346 5433 
This organisation offers counselling and 
rehabilitation for people who have 
experienced war related trauma and 
torture and their families. 
 
Migrant Resource Centre  
59 King William Street 
Adelaide SA 5000 
Tel: 08 8217 9500 
The main purpose of MRC is to 
assist migrants and refugees with 
their immediate and long term 
needs in order for them to 
successfully integrate into 
Australian society.   
 
The services provided by MRC 
include:  
direct services and advice for 
newly arrived refugees and 
migrants, assistance with 
settlement and information for 
newly arrived refugees and 
migrants, assistance with finding 
employment. 
 
The Migrant Health Service 
21 Market Street 
Adelaide SA 5000  
Tel: 08 8237 3900  
 
This organisation works exclusively with 
newly arrived refugees and other people 
who arrived on humanitarian program. In 
particular offersd services for people with 
complex needs such as single mothers, 
large families, people with limited 
knowledge of Elglish language and people 
who spent long time in refugee camps. 
The team consists of nurses, social 
workers, doctors and psychologists.. 
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Resource list Melbourne- Migrant specific services 
Organization Details Services offered 
Victorian Foundation for Survivors of 
Torture 
6 Gardiner Street,  
Brunswick Vic 3056  
03 9388 0022 
Offers counseling for people who suffered 
trauma and torture 
Assists the rehabilitation of survivors of 
torture and trauma, their families and 
communities. 
Gippsland Migrant Resource Centre  
100-102 Buckley Street,  
Morwell, Vic 3840.  
Phone (03) 5133 7072 
 
Northern Migrant Resource Centre  
251 High Street,  
Preston, Vic 3072.  
Phone (03) 9496 0200 
Toll Free Number: 1800 770 712   
 
North West Region (St Albans) 
Migrant Resource Centre  
45 Main Road West, 
St Albans, Vic 3021.  
Phone (03) 9367 6044  
 
South Central Region Migrant 
Resource Centre  
40 Gratan Street,  
Prahan, Vic 3181.  
Phone (03) 9510 5877  
 
South Eastern Region Migrant 
Resource Centre  
Level 1, 314 Thomas Street,  
Dandenong, Vic 3175.  
Phone (03) 9706 8933 
  
Migrant Resource Centre Westgate 
Region  
78-82 Second Avenue,  
Altona North, Vic 3025.  
Phone (03) 9391 3355  
The key purpose of the MRC is to 
cater for the immediate and longer 
term needs of migrants and refugees 
so that these people can 
successfully integrate into their 
local Australian community and are 
able to reach their full potential.  
Services offered: 
Provide complex settlement casework for 
newly arrived refugees, migrants and 
humanitarian entrants and 
co-ordination of settlement direct service 
provision. 
Settlement orientation and 
information for newly arrived 
migrants and refugees  
Employment assistance programs to 
migrants and refugees  
Aged and Disability Services for 
members of ethnic communities 
preferring to access ethno-specific 
and multicultural services  
Research special projects and 
consultancy on a range of cultural 
and community issues  
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Australian Multicultural 
Foundation/Centre for Multicultural 
Youth Issues 
Level 1, 308 Drummond St 
CARLTON VIC 3053 
Phone 03 9347 6622 
 
Provides services directed at refugee 
young people on a statewide basis. 
Focuses on the capacity building of 
mainstream and settlement organisations 
for refugee youth in metropolitan and 
rural Victoria. Main components include: 
strengthening partnerships and the 
capacity of refugee youth organisations, 
resourcing youth networks, developing 
protocols for settlement and mainstream 
youth agencies, supporting youth workers, 
establishing partnerships with universities 
to incorporate a refugee youth component 
in youth work courses. 
Merhamet Muslim Welfare Association  
18 Leonard Avenue 
NOBLE PARK VIC 3174 
Phone 03-9792 4381 
 
Provides Information, Referral, Casework, 
Capacity Building and Service Planning 
for the Bosnian- Herzegovinian 
community in Melbourne. 
The target group arrivals are from the 
Humanitarian and Family streams. The 
project also identifies youth and women 
as having additional needs. 
Serbian Welfare Association of 
Victoria,  
7/57 Robinson Street 
DANDENONG VIC 3175 
Phone (03) 9706 8933 
 
Delivers Casework, Capacity Building 
and Service Planning to humanitarian 
entrants and Casework services to family 
stream entrants with low English 
profiency of Serbian background and 
mixed marriages residing in Greater 
Dandenong City and Western Melbourne. 
Melbourne and Northern Middle 
Melbourne. Provides specialised 
culturally and linguistically appropriate 
assistance to address the settlement needs 
of the target group and strengthen the 
capacity of families and young people.  
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UNIVERSITY OF BALLARAT  
 
 
TITLE: 
Posttraumatic growth in refugees: The role of shame and guilt-proneness, world assumptions 
and coping strategies 
 
 
 
 
 
 
 
QUESTIONNAIRES 
 
You will find a number of questionnaire on the following pages. Please fill in all questionnaires and do 
not skip questions. Your participation is very much appreciated. 
 
 
 
 
 
 
 
 
 
 
 
 
Researchers: 
Principal researcher:  Dr. Siobhan McEwan, Clinical Psychologist 
     Student researcher:  Vedrana Kopecki, Doctor of Psychology (Clinical) candidate 
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Demographic Questionnaire 
 
This questionnaire is designed to collect some basic information about you. You will not be asked 
any questions that might identify you. Please try to answer all questions. 
 
 
 
1. Please indicate your gender: 
 
  Male     Female  
 
2. What is your age range? 
 
  18-25  26-35  36-45  46-55  56+ 
 
3. Where were you born? 
 
  Bosnia and Herzegovina    Croatia 
 
 Serbia     Other Please specify_____________ 
 
4. What is your nationality? ________________________________ 
 
5. What is your religious belonging?  --------------------------------------- 
 
6. Did you spend any time as a refugee? 
  
 Yes     No 
 
If yes, in which country? ____________________ 
 
If yes, how long?________________ 
 
7. What year did you arrive in Australia? __________________ 
 
8. What was the reason for coming to Australia? 
 
 Refugee   Family Reunion   Employment 
 
 Student   Other  Please specify ____________________ 
 
9. What is your relationship status? 
 
 Single    Married   De Facto   Engaged 
 
 Separated   Divorced   Widowed  
 
 Other  Please specify_____________ 
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10. Do you have any children? 
 
 Yes     How many? _____________   No 
 
11. What is your citizenship status? 
 
  Australian Citizenship    Australian Permanent Residency 
 
  Temporary Protection Visa   Student Visa   
 
  Citizen of other country  Please specify ________________ 
 
  Other  Please Specify ______________ 
 
12. What is the highest educational level you achieved? 
 
 Primary   Secondary   Tertiary Diploma 
 
 Postgraduate   Masters   PhD   
 
 Other Please specify______________________ 
 
13. What was your occupation in your home country? __________________________ 
 
14. What is your occupation in Australia? ________________ 
 
15. What is your current employment status? 
 
 Full-time   Part-time   Casual   
 
 Not employed  Receiving government benefits   Pensioner 
 
 Other  Please specify_____________________ 
 
16. What is your English language proficiency? 
 
 Excellent   Very Good   Good 
 
 Functional   Poor   Cannot speak at all 
 
 
17. Have you ever seen a psychologist, counselor or psychiatrist for help in regards problems 
related to traumatic war experiences? 
 
 Yes   No 
 
If yes, how long ago?_____________________ 
 
If yes, how many times did you attend counseling?______________________ 
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War and other traumatic experiences 
 
The next set of questions is about things you yourself experienced directly. During the period of 
war, from 1992 to 1995, which of the following things did you actually personally directly see or 
witness with your own eyes and ears, directed at you, your family, or community? 
 
1. Shooting (even if no one was hurt).      YES  NO 
2. Artillery bombardment (even if no one was hurt).    YES  NO 
3. Bombing from airplanes or missiles (even if no one was hurt).   YES  NO 
4. Attacks with knives or clubs.       YES  NO 
5. Your family or friends being seriously wounded.     YES  NO 
6. Other people, not family or friends, being seriously wounded.   YES  NO 
7. Persons being raped.        YES  NO 
8. Family members or friends being killed or taken away and  
never seen again.         YES             NO 
9. Other persons being killed.       YES  NO 
10. The destruction of your home, farm, or business.    YES  NO 
11. Being captured and held prisoner by enemy forces.   YES  NO 
12. Being forced to leave your home and move to another part of  
the country.          YES  NO 
13. Having to leave the country and live in a country abroad as a refugee.  YES  NO 
 
During the war, which of the following things happened to any members of your family or friends 
as victims, even if they happened when they were away from you, and you did not personally see it 
happening while it was going on? 
 
1. Shooting (even if no one was hurt).      YES  NO 
2. Artillery bombardment (even if no one was hurt).    YES  NO 
3. Bombing from airplanes or missiles (even if no one was hurt).   YES  NO 
4. Attacks with knives or clubs.       YES  NO 
5. Seriously wounding.        YES  NO 
6. Being killed.         YES  NO 
 7. Being raped.         YES  NO  
8. Being captured and held prisoner by enemy forces.    YES  NO 
9. Homes, farms, or businesses being destroyed.    YES  NO 
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10. Being forced to leave homes and move to another part of the country.  YES  NO  
11. Being forced to leave the country and live in a foreign country  
 as refugees.          YES  NO 
 
TRAUMATIC EVENTS UNRELATED TO WAR 
Many people experienced or witnessed traumatic and horrifying events before the war 1992-1995. 
(e.g. fire, explosion, serious car accidents, natural disasters, etc.). Please indicate if you experienced 
or not any of the events described below. These events refer to the priod of your life before the war. 
___________________________________________________________________________ 
25.  I experienced or was a witness to a serious accident, fire or explosion  
(e.g. industrial, home, car, air or boat).     YES   NO   
26. I experienced or was a witness to a natural disaster (e.g. tornado,  
hurricane, flood or strong earthquake).     YES   NO 
27. I was assaulted in a non-sexual way by a member of my family or a friend or  
I was a witness of an assault (e.g., if you were robbed, physically  
assaulted, shot or stabbed)         YES   NO 
28. I was assaulted in a non-sexual way by a stranger or I was a witness of an assault 
 (e.g., if you were robbed, physically assaulted, shot or stabbed)  YES  NO 
29. I was sexually assaulted by a member of my family or a friend or  
I was a witness of an assault (e.g., rape or attempted rape)   YES  NO 
30. I was sexually assaulted by a stranger or I was a witness of an assault 
(e.g., rape or attempted rape)        YES  NO 
31. I was a member of the army or was in a war zone  
(excluding the period from 1992 to 1995).     YES  NO 
32. I had or I was a witness of unwanted sexual intercourse as a child with 
 a person older that I was (e.g., fondling of breast or genitals)  YES  NO 
33. I was imprisoned (e.g. prisoner, war prisoner, kidnapped).   YES  NO 
34. I was tortured or was a witness of torture.    YES  NO 
35. I suffered from a life-threatening illness.     YES  NO 
36. I experienced or was a witness to some other traumatic event.  YES  NO 
If Yes please describe this event: 
________________________________________________________________________________________________
________________________________________________________________________________________________ 
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PTDS 
 
Choosing of the worst traumatic event 
Please consider only events from previous questionnaire “War and other traumatic experiences” 
(earlier two pages) and decide which event was most traumatic for you.  
 
Please write the question number that relates to that event:  
 
When did this event happen:        Year                Month 
 
We wouldlike to knowmore about this event. Please answer the following questions that 
specifically related to that event.  
 
How long ago did the for you most traumatic event happen? 
Please choose one of the available answers. 
 
Less than a month ago  
1 to 3 months ago  
3 to 6 moths ago  
6 months to 3 years ago  
3 to 5 years ago  
More than 5 years ago  
 
 
Please answer the following questions with Yes or No: 
During the most traumatic event which you have chosen and indicated with a number.... 
 
... were you physically injured? Yes No 
... was someone else physically injured? Yes No 
... did you think that your life was in danger? Yes No 
... did you think that someone else’s life was in danger? Yes No 
... did you feel helpless? Yes No 
... did you feel terrified? Yes No 
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.  
.  
Below is a list of problems that people sometimes have after experiencing a traumatic event. 
Read each one carefully and circle the number 1-4 that best describes how often that problem 
has bothered you IN THE PAST MONTH. Rate each problem with resoect to the traumatic 
event that you previously chose as the most traumatic event for you. 
 Not at all 
or only 
one time 
Once a 
week or 
less/ 
once in a 
while 
2 to 4 
times a 
week/ 
half the 
time 
5 or 
more 
times a 
week/ 
almost 
always 
1. Having upsetting thoughts or images about the 
traumatic event that came into your head when you 
didn’t want them to. 
1 2 3 4 
2. Having bad dreams or nightmares about the traumatic 
event. 
1 2 3 4 
3. Relining the traumatic event, acting or feeling as if it 
was happening again. 
1 2 3 4 
4. Feeling emotionally upset when you were reminded 
of the traumatic event (e.g. feeling scared, angry, sad, 
guilty, etc.). 
1 2 3 4 
5. Experiencing physical reactions when you were 
reminded of the traumatic event (e.g. breaking out in a 
sweat, heart beating fast). 
1 2 3 4 
6. Trying not to think about, talk about, or have feelings 
about the traumatic event. 
1 2 3 4 
7. Trying to avoid activities, people, or places that 
remind you of the traumatic event. 
1 2 3 4 
8. Not being able to remember an important part of the 
traumatic event. 
1 2 3 4 
9. Having much less interest or participating much less 
often in important activities. 
1 2 3 4 
10. Feeling more distant or cut off from people around 
you. 
1 2 3 4 
11. Feeling emotionally numb (e.g. being unable to cry or 
unable to have loving feelings). 
1 2 3 4 
12. Feeling as if your future plans or hopes will not come 
true (e.g. you will not have a career, marriage, 
children, or a long life). 
1 2 3 4 
13. Having trouble falling or staying asleep. 
 
1 2 3 4 
14. Feeling irritable or having fits of anger. 
 
1 2 3 4 
15. Having trouble concentrating (e.g. drifting in and out 
of conversations, losing track of a story on television, 
forgetting what you read). 
1 2 3 4 
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 Not at all 
or only 
one time 
Once a 
week or 
less/ 
once in a 
while 
2 to 4 
times a 
week/ 
half the 
time 
5 or 
more 
times a 
week/ 
almost 
always 
16. Being overly alert (e.g. checking to see who is around 
you, being uncomfortable with your back to the door, 
etc.). 
1 2 3 4 
17. Being jumpy or easily startled (e.g. when someone 
walks up behind you). 
1 2 3 4 
 
 
How long have you experienced the problems that you reported above? (please tick 
appropriate box): 
Less than 1 month  
1 to 3 months  
More than 3 months  
 
 
How long after the traumatic event did these problems begin? (please tick approproate box): 
Less than 6 months  
6 or more months  
 
 
Indicate below if the problems you rated above have interfered with any of the following 
areas of your life DURING THE PAST MONTH. Please tick Yes or No. 
 
 Yes No 
Work   
Household chores and duties   
Relationship with friends   
Fun and leasure activities   
School work   
Relationships with your family   
Sex life   
General satisfaction with life   
Overall level of functioning in all areas of your life   
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                                TOSCA-3                      
 
 
    Below are situations that people are likely to encounter in day-to-day life, 
followed by several common reactions to those situations. 
 
 
As you read each scenario, try to imagine yourself in that situation.  
Then indicate how likely you would be to react in each of the ways described.  
We ask you to rate all responses because people may feel or react more than one 
way to the same situation, or they may react different ways at different times.   
 
For example: 
 
 
A.  You wake up early one Saturday morning.  It is cold and rainy outside. 
 
 
   a) You would telephone a friend to catch up on news.    1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would take the extra time to read the paper.     1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would feel disappointed that it’s raining.        1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would wonder why you woke up so early.           1---2---3---4---5 
                                                       not likely    very likely   
 
 
 
In the above example, I've rated ALL of the answers by circling a number.  
I circled a "1" for answer (a) because I wouldn't want to wake up a friend very 
early on a Saturday morning -- so it's not at all likely that I would do that.  
I circled a "5" for answer (b) because I almost always read the paper if I have 
time in the morning (very likely).  I circled a "3" for answer (c) because for 
me it's about half and half.  Sometimes I would be disappointed about the rain 
and sometimes I wouldn't -- it would depend on what I had planned.  And I 
circled a "4" for answer (d) because I would probably wonder why I had awakened 
so early.  
 
 
    Please do not skip any items -- rate all responses.  
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1. You make plans to meet a friend for lunch.  At 5 o'clock, you realize you 
stood him up. 
 
   a) You would think: "I'm inconsiderate."                1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would think: "Well, they'll understand."         1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You'd think you should make it up to him as soon     1---2---3---4---5 
       as possible.                                    not likely    very likely   
 
   d) You would think: "My boss distracted me just         1---2---3---4---5 
      before lunch."                                   not likely    very likely   
 
 
 
 
2. You break something at work and then hide it. 
 
   a) You would think: "This is making me anxious.  I      1---2---3---4---5 
      need to either fix it or get someone else to."   not likely    very likely   
 
   b) You would think about quitting.                      1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would think: "A lot of things aren't made        1---2---3---4---5 
      very well these days."                           not likely    very likely   
 
   d) You would think: "It was only an accident."          1---2---3---4---5 
                                                       not likely    very likely   
 
 
 
3. You are out with friends one evening, and you're feeling especially witty and  
   attractive.  Your best friend's spouse seems to particularly enjoy you 
   company. 
 
   a) You would think: "I should have been aware of what   1---2---3---4---5 
      my best friend is feeling."                      not likely    very likely   
 
   b) You would feel happy with your appearance and        1---2---3---4---5 
       personality.                                    not likely    very likely   
 
   c) You would feel pleased to have made such a good      1---2---3---4---5 
      impression.                                      not likely    very likely   
 
   d) You would think your best friend should pay          1---2---3---4---5 
      attention to his/her spouse.                     not likely    very likely   
 
   e) You would probably avoid eye-contact for a long      1---2---3---4---5 
      time.                                            not likely    very likely  
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4. At work, you wait until the last minute to plan a project, and it turns out  
   badly. 
 
   
   a) You would feel incompetent.                          1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would think: "There are never enough hours       1---2---3---4---5 
      in the day."                                     not likely    very likely   
 
   c) You would feel: "I deserve to be reprimanded for     1---2---3---4---5 
      mismanaging the project."                        not likely    very likely   
 
   d) You would think: "What's done is done."              1---2---3---4---5 
                                                       not likely    very likely   
 
 
 
5. You make a mistake at work and find out a co-worker is blamed for the error. 
 
   a) You would think the company did not like the         1---2---3---4---5 
       co-worker.                                      not likely    very likely   
 
   b) You would think: "Life is not fair."                 1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would keep quiet and avoid the co-worker.        1---2---3---4---5 
                                                       not likely    very likely   
   
   d) You would feel unhappy and eager to correct the      1---2---3---4---5 
      situation.                                       not likely    very likely   
 
 
 
6. For several days you put off making a difficult phone call.  At the last 
minute you make the call and are able to manipulate the conversation so that all 
goes well. 
 
   a) You would think: "I guess I'm more persuasive than   1---2---3---4---5 
      I thought."                                      not likely    very likely   
 
   b) You would regret that you put it off.                1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would feel like a coward.                        1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would think: "I did a good job."                 1---2---3---4---5 
                                                       not likely    very likely   
 
   e) You would think you shouldn't have to make calls     1---2---3---4---5 
      you feel pressured into.                         not likely    very likely  
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7. While playing around, you throw a ball and it hits your friend in the face. 
 
   a) You would feel inadequate that you can't even        1---2---3---4---5 
      throw a ball.                                    not likely    very likely   
 
   b) You would think maybe your friend needs more         1---2---3---4---5 
      practice at catching.                            not likely    very likely   
 
   c) You would think: "It was just an accident."          1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would apologize and make sure your friend        1---2---3---4---5 
      feels better.                                    not likely    very likely   
 
 
 
 
8. You have recently moved away from your family, and everyone has been very  
   helpful.  A few times you needed to borrow money, but you paid it back as 
   soon as you could. 
 
   a) You would feel immature.                             1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would think: "I sure ran into some bad luck."    1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would return the favor as quickly as you could.  1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would think: "I am a trustworthy person."        1---2---3---4---5 
                                                       not likely    very likely   
 
   e) You would be proud that you repaid your debts.       1---2---3---4---5 
                                                       not likely    very likely   
 
    
 
9. You are driving down the road, and you hit a small animal. 
 
   a) You would think the animal shouldn't have been       1---2---3---4---5 
      on the road.                                     not likely    very likely   
 
   b) You would think: "I'm terrible."                     1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would feel: "Well, it was an accident."          1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You'd feel bad you hadn't been more alert            1---2---3---4---5 
      driving down the road.                           not likely    very likely   
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10. You walk out of an exam thinking you did extremely well.  Then you find out  
    you did poorly. 
 
   a) You would think: "Well, it's just a test."           1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would think: "The instructor doesn't like me."   1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would think: "I should have studied harder."     1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would feel stupid.                               1---2---3---4---5 
                                                       not likely    very likely   
 
    
 
11. You and a group of co-workers worked very hard on a project.  Your boss 
singles you out for a bonus because the project was such a success. 
 
   a) You would feel the boss is rather short-sighted.     1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would feel alone and apart from your             1---2---3---4---5 
      colleagues.                                      not likely    very likely   
 
   c) You would feel your hard work had paid off.          1---2---3---4---5 
                                                       not likely    very likely   
 
   d) You would feel competent and proud of yourself.      1---2---3---4---5 
                                                       not likely    very likely   
 
   e) You would feel you should not accept it.             1---2---3---4---5 
                                                       not likely    very likely   
  
 
 
12. While out with a group of friends, you make fun of a friend who's not there. 
 
   a) You would think: "It was all in fun; it's harmless." 1---2---3---4---5 
                                                       not likely    very likely   
 
   b) You would feel small...like a rat.                   1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would think that perhaps that friend should      1---2---3---4---5 
      have been there to defend himself/herself.       not likely    very likely   
 
   d) You would apologize and talk about that person's     1---2---3---4---5 
      good points.                                    not likely    very likely   
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13. You make a big mistake on an important project at work.  People were 
depending on you, and your boss criticizes you. 
 
   a) You would think your boss should have been more      1---2---3---4---5 
      clear about what was expected of you.            not likely    very likely   
 
   b) You would feel like you wanted to hide.              1---2---3---4---5 
                                                       not likely    very likely   
 
   c) You would think: "I should have recognized the       1---2---3---4---5 
      problem and done a better job."                 not likely    very likely   
 
   d) You would think: "Well, nobody's perfect."           1---2---3---4---5 
                                                       not likely    very likely   
 
 
 
14. You volunteer to help with the local Special Olympics for handicapped 
children.  It turns out to be frustrating and time-consuming work.  You think 
seriously about quitting, but then you see how happy the kids are. 
 
   a) You would feel selfish and you'd think you are       1---2---3---4---5 
      basically lazy.                                  not likely    very likely   
 
   b) You would feel you were forced into doing            1---2---3---4---5 
      something you did not want to do.                not likely    very likely   
 
   c) You would think: "I should be more concerned         1---2---3---4---5 
      about people who are less fortunate."            not likely    very likely      
 
   d) You would feel great that you had helped others.     1---2---3---4---5 
                                                       not likely    very likely   
 
   e) You would feel very satisfied with yourself.         1---2---3---4---5 
                                                       not likely    very likely   
 
 
15. You are taking care of your friend's dog while they are on vacation and the  
dog runs away. 
 
   a) You would think, "I am irresponsible and             1---2---3---4---5 
      incompetent.”                                    not likely    very likely   
 
   b) You would think your friend must not take very       1---2---3---4---5 
      good care of their dog or it wouldn't have run   not likely    very likely   
 away. 
 
   c) You would vow to be more careful next time.          1---2---3---4---5 
                                                       not likely    very likely   
  
   d) You would think your friend could just get a         1---2---3---4---5 
      new dog.                                         not likely    very likely   
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16. You attend your co-worker's housewarming party and you spill red wine on 
their new cream-colored carpet, but you think no one notices. 
 
   a) You think your co-worker should have expected        1---2---3---4---5 
      some accidents at such a big party.              not likely    very likely   
 
   b) You would stay late to help clean up the stain       1---2---3---4---5 
      after the party.                                 not likely    very likely   
 
   c) You would wish you were anywhere but at              1---2---3---4---5 
      the party.                                       not likely    very likely   
 
   d) You would wonder why your co-worker chose to         1---2---3---4---5 
      serve red wine with the new light carpet.        not likely    very likely   
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The World Assumptions Scale 
 
Using the scale below, please select the number that indicates how much you agree o r 
disagree with each statement. Please answer honestly. Thank you. 
 
 Strongly 
Agree 
Moderately 
Disagree 
Slightly 
Disagree 
Slightly 
Agree 
Moderately 
Agree 
Strongly 
Agree 
1 . Misfortune is least likely to strike 
worthy, decent people. 
1  2  3  4  5  6  
2 . People are naturally unfriendly and 
unkind. 
1  2  3  4  5  6  
3 . Bad events are distributed to people 
at random. 
1  2  3  4  5  6  
4 . Human nature is basically good. 
 
1  2  3  4  5  6  
5 . The good things that happen in this 
world far outnumber the bad. 
1  2  3  4  5  6  
6 . The course of our lives largely 
determined by chance. 
1  2  3  4  5  6  
7 . Generally people deserve what they 
get in this world. 
1  2  3  4  5  6  
8 . I often think I am no good at all.  
 
1  2  3  4  5  6  
9 . There is more good than evil in the 
world. 
1  2  3  4  5  6  
10 . I am basically a lucky person. 
 
1  2  3  4  5  6  
11 . People’s misfortunes result from 
mistakes they have made. 
1  2  3  4  5  6  
12 . People don’t really care what 
happens to the next person. 
1  2  3  4  5  6  
13 . I usually behave in ways that are 
likely to maximise good results for me. 
1  2  3  4  5  6  
14 . People will experience good fortune 
if they themselves are good. 
1  2  3  4  5  6  
15 . Life is too full of uncertainties that 
are determined by chance. 
1  2  3  4  5  6  
16 . When I think about it, I consider 
myself very lucky. 
1  2  3  4  5  6  
17 . I almost always make an effort to 
prevent bad things from happening to 
me. 
1  2  3  4  5  6  
18 . I have a low opinion of myself. 
 
1  2  3  4  5  6  
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 Strongly 
Agree 
Moderately 
Disagree 
Slightly 
Disagree 
Slightly 
Agree 
Moderately 
Agree 
Strongly 
Agree 
19 . By and large, good people get what 
they deserve in this world. 
1  2  3  4  5  6  
20 . Through our actions we can prevent 
bad things happening to us. 
1  2  3  4  5  6  
21 . Looking at my life I realise that 
chance events have worked out well for 
me. 
1  2  3  4  5  6  
22 . If people took preventive actions, 
most misfortune could be avoided. 
1  2  3  4  5  6  
23 . I take the actions necessary to 
protect myself against misfortune. 
1  2  3  4  5  6  
24 . In general, my life is mostly a 
gamble. 
 
1  2  3  4  5  6  
25 . The world is a good place. 
 
1  2  3  4  5  6  
26 . People are basically kind and 
helpful. 
 
1  2  3  4  5  6  
27 . I usually behave so as to bring about 
the greatest good for me. 
1  2  3  4  5  6  
28 . I am very satisfied with the kind of 
person I am. 
1  2  3  4  5  6  
29 . When bad things happen, it is 
typically because people have not taken 
the necessary actions to protect 
themselves. 
1  2  3  4  5  6  
30 . If you look closely enough, you will 
see that the world is full of goodness. 
1  2  3  4  5  6  
31 . I have reason to be ashamed of my 
personal character.  
1  2  3  4  5  6  
32 . I am luckier than most people. 
 
1  2  3  4  5  6  
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COPE 
We are interested in how people respond when they confront difficult or stressful events in their 
lives. There are lots of ways to try to deal with stress.  This questionnaire asks you to indicate what 
you generally do and feel, when you experience stressful events.  Obviously, different events bring 
out somewhat different responses, but think about what you usually do when you are under a lot of 
stress. Then respond to each of the following items by circling one number on your answer sheet 
for each question, using the response choices listed just below.  Please try to respond to each item 
separately in your mind from each other item.  Choose your answers thoughtfully, and make your 
answers as true FOR YOU as you can.  Please answer every item.  There are no "right" or "wrong" 
answers, so choose the most accurate answer for YOU--not what you think "most people" would 
say or do.  Indicate what YOU usually do when YOU experience a stressful event.  
 I usually 
don't do 
this at all 
I usually 
don't do 
this at all  
 
I usually do 
this a medium 
amount 
I usually 
do this a 
lot 
 1.  I try to grow as a person as a result of the 
experience. 
1 2 3 4 
2.  I turn to work or other substitute activities to take 
my mind off things. 
1 2 3 4 
3.  I get upset and let my emotions out. 1 2 3 4 
4.  I try to get advice from someone about what to 
do. 
1 2 3 4 
5.  I concentrate my efforts on doing something 
about it. 
1 2 3 4 
6.  I say to myself “this isn't real." 1 2 3 4 
7.  I put my trust in God. 1 2 3 4 
8.  I laugh about the situation. 1 2 3 4 
9.  I admit to myself that I can't deal with it, and quit 
trying. 
1 2 3 4 
10.  I restrain myself from doing anything too 
quickly. 
1 2 3 4 
11.  I discuss my feelings with someone. 1 2 3 4 
12.  I use alcohol or drugs to make myself feel better.  1 2 3 4 
13.  I get used to the idea that it happened. 1 2 3 4 
14.  I talk to someone to find out more about the 
situation. 
1 2 3 4 
15.  I keep myself from getting distracted by other 
thoughts or activities 
1 2 3 4 
211 
 
16.  I daydream about things other than this. 1 2 3 4 
17.  I get upset, and am really aware of it. 1 2 3 4 
18.  I seek God's help. 1 2 3 4 
19.  I make a plan of action. 1 2 3 4 
20.  I make jokes about it. 1 2 3 4 
21.  I accept that this has happened and that it can't 
be changed. 
1 2 3 4 
22.  I hold off doing anything about it until the 
situation permits. 
1 2 3 4 
23.  I try to get emotional support from friends or 
relatives. 
1 2 3 4 
24.  I just give up trying to reach my goal. 1 2 3 4 
25.  I take additional action to try to get rid of the 
problem. 
1 2 3 4 
26.  I try to lose myself for a while by drinking 
alcohol or taking drugs. 
1 2 3 4 
27.  I refuse to believe that it has happened. 1 2 3 4 
28.  I let my feelings out. 1 2 3 4 
29.  I try to see it in a different light, to make it seem 
more positive. 
1 2 3 4 
30.  I talk to someone who could do something 
concrete about the problem. 
1 2 3 4 
31.  I sleep more than usual. 1 2 3 4 
32.  I try to come up with a strategy about what to 
do. 
1 2 3 4 
33.  I focus on dealing with this problem, and if 
necessary let other things slide a little. 
1 2 3 4 
34.  I get sympathy and understanding from 
someone. 
1 2 3 4 
35.  I drink alcohol or take drugs, in order to think 
about it less. 
1 2 3 4 
36.  I kid around about it. 1 2 3 4 
37.  I give up the attempt to get what I want. 1 2 3 4 
38.  I look for something good in what is happening. 1 2 3 4 
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39.  I think about how I might best handle the 
problem. 
1 2 3 4 
40.  I pretend that it hasn't really happened. 1 2 3 4 
41.  I make sure not to make matters worse by acting 
too soon. 
1 2 3 4 
42.  I try hard to prevent other things from interfering 
with my efforts at dealing with this. 
1 2 3 4 
43.  I go to movies or watch TV, to think about it 
less. 
1 2 3 4 
44.  I accept the reality of the fact that it happened. 1 2 3 4 
45.  I ask people who have had similar experiences 
what they did. 
1 2 3 4 
46.  I feel a lot of emotional distress and I find 
myself expressing those feelings a lot. 
1 2 3 4 
47.  I take direct action to get around the problem. 1 2 3 4 
48.  I try to find comfort in my religion. 
1 2 3 4 
49.  I force myself to wait for the right time to do 
something. 
1 2 3 4 
50.  I make fun of the situation. 1 2 3 4 
51.  I reduce the amount of effort I'm putting into 
solving the problem. 
1 2 3 4 
52.  I talk to someone about how I feel. 1 2 3 4 
53.  I use alcohol or drugs to help me get through it. 1 2 3 4 
54.  I learn to live with it. 1 2 3 4 
55.  I put aside other activities in order to concentrate 
on this.  
1 2 3 4 
56.  I think hard about what steps to take. 1 2 3 4 
57.  I act as though it hasn't even happened. 1 2 3 4 
58.  I do what has to be done, one step at a time. 1 2 3 4 
59.  I learn something from the experience. 1 2 3 4 
60.  I pray more than usual. 1 2 3 4 
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Posttraumatic Growth Inventory 
 
 
Indicate for each of the statements below the degree to which this change occurred in your life as a result of 
war since April 1992 using the following scale. 
 
1= I did not experience this change as a result of war. 
2= I experienced this change to a small degree as a result of war. 
3= I experienced this change to a moderate degree as a result of war. 
4= I experienced this change to a great degree as a result of war. 
5= I experienced this change to a very great degree as a result of war. 
 
 Not at all To a 
small 
degree 
To a 
moderate 
degree 
To a 
great 
degree 
To a very 
great 
degree 
1. I changed my priorities about what is 
important in life. 
1 2 3 4 5 
2. I have a greater appreciation for the value of 
my own life. 
1 2 3 4 5 
3. I developed new interests.   
 
1 2 3 4 5 
4. I have a greater feeling of self-reliance.   
 
1 2 3 4 5 
5. I have a better understanding of spiritual 
matters.   
1 2 3 4 5 
6. I more clearly see that I can count on people 
in times of trouble.   
1 2 3 4 5 
7. I established a new path for my life.   
 
1 2 3 4 5 
8. I have a greater sense of closeness with 
others.   
1 2 3 4 5 
9. I am more willing to express my emotions.   
 
1 2 3 4 5 
10. I know better that I can handle difficulties.  
 
1 2 3 4 5 
11. I am able to do better things with my life.   
 
1 2 3 4 5 
12. I am better able to accept the way things 
work out.   
1 2 3 4 5 
13. I can better appreciate each day.  
 
1 2 3 4 5 
14. New opportunities are available which 
wouldn't have been otherwise.  
1 2 3 4 5 
15. I have more compassion for others.   
 
1 2 3 4 5 
16. I put more effort into my relationships.   
 
1 2 3 4 5 
17. I am more likely to try to change things 
which need changing.   
1 2 3 4 5 
18. I have a stronger religious faith.   
 
1 2 3 4 5 
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19. I discovered that I'm stronger than I thought 
I was.   
1 2 3 4 5 
20. I learned a great deal about how wonderful 
people are. 
1 2 3 4 5 
21. I better accept needing others. 
 
1 2 3 4 5 
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Appendix E. 
Bosnian Version of all Questionnaires Used in the Study 
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BALLARATSKI UNIVERSITET 
 
 
NASLOV RADA: 
Psihološki rast nakon ratne trauma: Uloga krivnje, srama, predpostavki o svijetu i načina 
součavanja 
 
 
 
 
 
 
 
UPITNICI 
 
Na sljedećim stranicama se nalazi niz upitnika. Molimo Vas da ispunite sve upitnike i da ne 
preskaćete pitanja. Zahvaljujemo na suradnji. 
 
 
 
 
 
 
 
 
 
 
 
 
 
ISTRAŢIVAČI 
Nadleţni Istraţivač:  Dr. Siobhan McEwan, Klinički Psiholog 
Student Istraţivač:  Vedrana Kopecki, Doktorat u Psihologiji (Klinički)  
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Demografski upitnik 
 
Svrha ovog upitnika je da prikupi osnovne informacije o Vama. Nećete biti pitani pitanja koja bi 
Vas mogla identifikovati. Molimo Vas da odgovorite sva pitanja. 
 
1. Molim oznacite Vaš spol: 
 
  Muško     Ţensko 
 
2. Kojoj kategoriji godina pripadate? 
 
  18-25  26-35  36-45  46-55  56+ 
 
3. Gdje ste roĎeni? 
 
  Bosna i Hercegovina    Hrvatska 
 
 Srbija     Ostalo Molim objasnite_____________ 
 
4. Koja je Vaša nacionalnost? _____________________________ 
 
5. Koja je Vaša religija? ________________________________ 
 
6. Da li ste ikada bili izbjeglica?         Da   Ne 
 
Ako da, u kojoj zemlji? ____________________ 
 
Ako da, koliko dugo? __________________ 
 
7. Koje godine ste došli u Australiju? __________________ 
 
8. Koji je bio razlog Vašeg dolaska u Australiju?  
 
  Izbjeglica   Spajanje s porodicom   Poslovno 
 
 Student   Ostalo Molim objasnite_______________ 
 
9. Kakvo je Vaše bračno stanje? 
 
 Sama/c    Udata/oţenjen   De Fakto   Zaručen/a 
 
 Rastavljen/a  Razveden/a   Udovac/ica 
 
10. Da li imate djece? 
 
 Da     Koliko? _____________   Ne 
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11. Kakav je Vaš status državljanstva? 
 
  Australsko Drţavljanstvo    Australski Stalni Boravak 
 
  Privremena Zaštitna Viza    Studentska Viza   
 
  Drţavljanin druge zemlje  Molim objasnite _______________ 
 
12. Koji je najviši level školovanja koji ste dostigli? 
 
 Osnovna Škola   Srednja Škola   Fakultetska Diploma 
 
 Postdiplomski   Magistarski   Doktorat   
 
 Ostalo Molim objasnite ______________________ 
 
13. Koje je bilo Vaše zanimanje u Vašoj rodnoj zemlji? ________________________ 
 
14. Koje je Vaše zanimanje u Australiji? ________________ 
 
15. Kakvo je Vaše sadašnje stanje zaposljenja? 
 
 Puno radno vrijeme  Par dana sedmično  Povremeno  
 
 Nezaposljen/a   Primam drţavnu nadoknadu  Penzioner/ka 
 
 Ostalo Molim objasnite _____________________ 
 
16. Kakvo je Vaše znanje Engleskog jezika?  
 
 Odlično    Vrlo dobro   Dobro 
 
 Funkcionalno   Loše   Ne pričam nikako 
 
17. Da li ste ikada bili kod psihologa ili psihijatra za pomoć za probleme koji su povezani sa 
traumatičnim ratnim iskustvima?  
 
 Da     Ne 
 
Ako da, kada?_____________________ 
 
Ako da, koliko puta ste bili kod psihologa ili psihijatra?______________________ 
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RATNA I OSTALA TRAUMATIČNA ISKUSTVA 
 
Sljedeći niz pitanja se odnosi na iskustva koja ste Vi lično i direktno doţivjeli. Tokom rata, u 
periodu od 1992 do 1995, koje od sljedećih dogaĎaja usmjerenih direktno na Vas, Vašu porodicu ili 
Vaš narod ste Vi lično i direktno vidjeli ili bili svjedok svojim očima ili ušima.  
 
1. Pucanje (čak i ako niko nije bio povrijeĎen).     DA  NE 
2. Granatiranje iz topova (čak i ako niko nije bio povrijeĎen).   DA  NE  
3. Bombardovanje iz aviona ili projektila 
 (čak i ako niko nije bio povrijeĎen)       DA  NE 
4. Napad noţevima ili palicama.       DA  NE  
5. Teško ranjavanje Vas, člana Vaše porodice ili prijatelja.   DA  NE 
6. Teško ranjavanje ostalih ljudi, koji nisu članovi Vaše porodice niti  
Vaši prijatelji.         DA  NE 
7. Silovanje   .       DA  NE 
8. Ubijanje ili odvoĎenje nikad više viĎenih članova Vaše porodice ili 
prijatelja.          DA  NE  
9. Ubijanje drugih ljudi.        DA  NE  
10. Razaranje Vaše kuće, posjeda ili produzeća.     DA  NE  
11. Hapšenje i zarobljavanje od neprijateljske strane.   DA  NE 
12. Prisilno napuštanje Vaše kuće i seljenje u drugi dio drţave.  DA  NE  
13. Prisilno napuštanje drţave i ţivljenje u drugoj drţavi kao izbjeglica.  DA  NE 
 
Tokom rata, da li je član Vaše porodice ili prijatelj bio ţrtva bilo kojeg od dole navedenih dogaĎaja, 
čak i ako Vi niste bili prisutni kada su se dogaĎaji desili i niste lično vidjeli taj dogaĎaj? 
 
14. Pucanje (čak i ako niko nije bio povrijeĎen).     DA  NE 
15. Granatiranje iz topova (čak i ako niko nije bio povrijeĎen).   DA  NE  
16. Bombardovanje iz aviona ili projektila  
(čak i ako niko nije bio povrijeĎen).       DA  NE  
17. Napad sa noţevima ili palicama.       DA  NE  
18. Teško ranjavanje.         DA  NE  
19. Ubistvo.          DA  NE  
20. Silovanje.          DA  NE  
21. Hapšenje i zarobljavanje od neprijateljske strane.    DA  NE  
22. Razaranje kuće, imanja ili produzeća.     DA  NE  
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23. Prisilno napuštanje kuće i seljenje u drugi dio drţave.    DA  NE 
 24. Prisilno napuštanje drţave i ţivljenje u drugoj drţavi kao izbjeglica. DA  NE 
___________________________________________________________________________ 
TRAUMATIČNI DOGAĐAJI NEVEZANI ZA RAT 
Mnogi ljudi su iskusili ili bili svjedoci stresnim i uţasnim dogaĎajima nevezanim za rat 1992 - 
1995.g. (na primjer, poţar, eksplozija, ozbiljne saobraćajne nezgode, prirodne katastrofe, itd.). 
Navedite da li Vam se desio ili ste bili svjedok nekih od dogaĎaja navedenih na listi. Ovi dogaĎaji 
odnose se na dogaĎaje nevezane za rat i ratna zbivanja              
___________________________________________________________________________ 
25.  Doţivio/la sam ili sam bio/la svjedok ozbiljnoj nesreći, poţaru, ili eksploziji  
(npr. industrijskoj, na posjedu, automobilska, avionska, ili nesreća na brodu).    DA NE  
26. Doţivio/la sam ili sam bio/la svjedok prirodnoj katastrofi (npr., tornado, 
uragan, poplava ili jak zemljotres).        DA NE 
27. Zlostavljan/a sam neseksualno od strane nekog člana moje porodice ili  
neke poznate osobe ili bio/la svjedok  zlostavnjanja (npr., ako ste bili opljačkani,  
fizički napadnuti, upucani, probodeni noţem ili drţani na dometu pištolja)   DA NE 
28. Zlostavljan/a sam neseksualno od strane nekog neznanca ili bio/la svjedok  
zlostavnjanja (npr., ako ste bili opljačkani, fizički napadnuti, upucani,  
probodeni noţem ili drţani na dometu pištolja)      DA NE 
29. Bio/la sam ili svjedočio/la seksualno zlostavljanje od strane nekog člana  
moje porodice ili neke poznate osobe (npr., silovanje ili pokušaj silovanja).  DA NE 
30. Bio/la sam ili svjedočio/la seksualno zlostavnjanje od strane nekog  
neznanca (npr., silovanje ili pokušaj silovanja)      DA NE 
31. Bio/la sam član aktivne vojne jedinice ili sam bio/la u ratnoj zoni 
(isključujući ratni period od 1992 do 1995).      DA NE 
32. Imao/la sam kao dijete ili bio/la svjedok neţeljenog seksualnog kontakta 
od nekoga ko je od mene stariji (npr., dodir grudi, spolnih organa).   DA NE 
33. Bio/la sam zatočen/a (npr., zatvorska kazna, ratni zatočenik, taoc).   DA NE 
34. Bio/la sam mučen/a ili sam bio/la svjedok mučenja.    DA NE 
35. Patio/la sam od bolesti opasne po ţivot.      DA NE 
36. Iskusio/la sam ili sam bio/la svjedok nekom drugom traumatskom  
dogaĎaju.           DA NE 
Ako da, opišite dogaĎaj: 
________________________________________________________________________________________________
________________________________________________________________________________________________ 
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Odabiranje najgoreg traumatičnog dogaĎaja 
Molimo Vas da uzmete u obzir dogaĎaje iz predhodnog upitnika ‘Ratna i ostala traumatična 
iskustva’ (predhpdne dvije stranice) i da odlučite koji Vam je od svih navedenih dogaĎaja bio 
najpotresniji.  
 
Molimo Vas da onda napišete broj pitanja koji se odnosi na taj dogoĎaj:  
 
Kada se od prilike desio taj dogaĎaj: Godina       Mjesec 
 
Ţeljeli bi smo saznati nešto više o ovom dogaĎaju. Molimo Vas da odgovorite na sljedeća pitanja 
koja se odnose iskljućivo na taj dogaĎaj. 
 
Kada se dogodio taj, za Vas najpotresniji dogaĎaj. 
Molimo, označite jedan od mogućih odgovora. 
 
Prije manje od mjesec dana   
Prije 1 do 3 mjeseca    
Prije 3 mjeseci do 6 mjeseca  
Prije 6 mjeseci do 3 godine   
Prije 3 do 5 godina    
Prije više od 5 godina    
 
Odgovorite na slijedeća pitanja sa da ili ne: 
Za vrijeme najpotresnijeg doživljaja (koje ste odabrali i označili brojem) .... 
 
... bili ste tjelesno povrijeĎeni? Da Ne 
... neko drugi je bio tjelesno povrijeĎen? Da Ne 
... mislili ste da Vam je ţivot u opasnosti? Da Ne 
... mislili ste da je ţivot neke druge osobe u opasnosti? Da Ne 
... osjećali ste se bespomoćno? Da Ne 
... jako ste se bojali ili ste bili uţasnuti? Da Ne 
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U slijedećem dijelu naći čete niz problema koji često muče ljude poslije traumatskog dogaĎaja. 
Pročitajte paţljivo svaki od njih. Izaberite onu mogućnost odgovora (zaokruţivanjem broja), koja 
najbolje opisuje koliko često Vas je taj problem mučio U ZADNJIH MJESEC DANA uključujući i 
današnji dan. Pitanja se, dakle, odnose na dogaĎaj koji je za Vas bio najpotresniji (koji ste 
predhodno izabrali i označili brojem). 
 
 uopće ne 
ili 
jednom 
mjesečno 
jednom 
sedmično 
ili rjeĎe / 
ponekad 
2 do 4 
puta 
sedmično 
/ pola od 
ukupno 
proteklog 
vremena 
5 puta ili 
češće 
sedmično 
/ gotovo 
stalno 
1. Jeste li imali opterećujućih misli ili predstava u vezi 
sa tim dogaĎajem, koje bi Vam same padale na pamet 
premda niste ţeljeli na njih misliti? 
1 2 3 4 
2. Da li ste imali loše snove ili noćne more o tom 
dogaĎaju? 
1 2 3 4 
3. Da li Vam se dogodilo da imate osjećaj kao da 
odjednom ponovo proţivljavate taj dogaĎaj, odnosno, 
da se osjećate ili djelujete kao da se taj dogaĎaj 
ponavlja? 
1 2 3 4 
4. Da li Vas opterećuje kada se prisjetite tog dogaĎaja 
(osjećate li se tada npr. prestrašeni, ljuti, ţalosni, krivi 
itd.)? 
1 2 3 4 
5. Imate li tjelesne reakcije (kao npr. udaranje srca ili 
pojačano znojenje) kada se prisjetite tog dogaĎaja? 
1 2 3 4 
6. Da li ste se trudili da ne razmišljate o tom dogaĎaju, 
da o njemu ne pričate i da potisnete osjećaje vezane 
uz taj dogaĎaj? 
1 2 3 4 
7. Da li ste se trudili izbjegavati aktivnosti, ljude i mjesta 
koji Vas podsjećaju na taj dogaĎaj? 
1 2 3 4 
8. Da li niste bili u mogućnosti da se sjetite nekog 
vaţnog dijela tog dogaĎaja? 
1 2 3 4 
9. Da li imate značajno manje interesa za aktivnosti koje 
su Vam bile vaţne prije nego li se taj dogaĎaj desio, 
odnosno, da li ste sad značajnije prorijedili 
uključivanje u te aktivnosti? 
1 2 3 4 
10. Da li ste se osjećali otuĎeni i izolirani od svoje 
okoline? 
1 2 3 4 
11. Da li ste se osjećali otupjelo (npr. nemogućnost 
plakanja, osjećaj da ne moţete doţivjeti pozitivne 
emocije kao što su ljubav, naklonost, veselje, i sl.)? 
1 2 3 4 
12. Da li ste imali osjećaj da se Vaši planovi i nade za 
budućnost neće ispuniti (npr. da u poslu nećete imati 
uspjeha, da se nikada nećete oţeniti (udati), da nećete 
imati djece ili da nećete dugo ţivjeti)? 
1 2 3 4 
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 uopće ne 
ili 
jednom 
mjesečno 
jednom 
sedmično 
ili rjeĎe / 
ponekad 
2 do 4 
puta 
sedmično 
/ pola od 
ukupno 
proteklog 
vremena 
5 puta ili 
češće 
sedmično 
/ gotovo 
stalno 
13. Jeste li imali problema da uopće zaspite odnosno da 
prospavate bez buĎenja cijelu noć? 
1 2 3 4 
14. Da li ste bili razdraţljivi ili ste imali napade bijesa? 
 
1 2 3 4 
15. Da li ste imali poteškoća u koncentraciji (da Vam 
misli pobjegnu tokom razgovora, da izgubite nit 
dogaĎanja dok gledate neku emisiju na televiziji ili 
zaboravite šta ste upravo pročitali)? 
1 2 3 4 
16. Da li ste bili pretjerano oprezni (npr. provjeravali ko 
se nalazi u Vašoj blizini ili se osjećali neugodno ako 
bi sjedili okrenuti leĎima prema vratima i sl.)? 
1 2 3 4 
17. Da li ste bili nervozni ili uplašeni (npr. kad bi neko 
hodao iza Vas)? 
1 2 3 4 
 
Kako dugo imate gore navedene probleme? (molimo prekrižiti odgovarajući kvadratić): 
Manje od jednog mjeseca  
1 do 3 mjeseca  
Više od 3 mjeseca  
 
Kada su se, u razdoblju nakon traumatskog dogaĎaja, pojavili problemi? 
Tokom prvih 6 mjeseci  
Poslije 6 mjeseci ili kasnije  
 
Molimo, označite da li problemi, koje ste gore naveli imaju negativan utjecaj na dolje 
navedena područja Vašeg života TOKOM ZADNJEG MJESECA. Označite prazno polje 
ispod DA, ukoliko takav uticaj postoji, ili polje ispod NE ukoliko takav uticaj ne postoji. 
 
 Da Ne 
Posao   
Kućni posao i kućne obaveze   
Odnosi sa prijateljima   
Zabava i slobodne aktivnosti   
Škola, fakultet ili općenito na obrazovanje   
Odnosi sa članovima obitelji   
Seksualni ţivot.   
Opće zadovoljstvo ţivotom   
Opća radna sposobnost u svim vidovima ţivota   
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TOSCA 3 
 
U ovom upitniku su opisane situacije u kojima se ljudi često naĎu u njihovim svakodnevnim ţivotima, 
popraćene sa nekoliko čestih ljudskih reakcija na te situacije. Molimo da pročitate svaki scenario i pokušate 
zamislite sebe u toj situaciji. Onda molimo da označite koliko je vjerovatno da bi sve Vi reagirali na svaki 
način opisan u upitniku. Molimo Vas da ocjenite svaku reakciju jer ljudi ponekad mogu da se osjećaju ili da 
reaguju na više načina na istu situaciju ili mogu da reaguju na različite načine u odreĎenim situacijama.   
 
Na primjer: 
 
 
A.  Probudili ste se rano jedne subote ujutro. Hladno je i kiša pada napolju. 
 
 
a) Nazvat ćete prijatelja/icu da saznate šta ima novo kod nje ili njega.             1—----2------3------4------5 
                             Vjerovatno ne       Jako vjerovatno   
           
 b) Provest ćete više vremena čitajući novine.                1-------2------3------4------5 
                      Vjerovatno ne       Jako vjerovatno             
 
 c) Osjećali bi se razočarano jer pada kiša.                       1-------2------3------4------5 
                      Vjerovatno ne       Jako vjerovatno                                                   
 
 d) Pitali bi se zašto ste se tako rano probudili.               1-------2------3------4------5 
                      Vjerovatno ne       Jako vjerovatno             
 
 
U ovom primjeru, ja sam označila SVE odgovore tako što sam zaokruţila broj. Zaokruţila sam broj 1 za 
odgovor (a) jer ne bi ţeljela da probudim prijatelja vrlo rano u subotu ujutro – tako da najvjerovatno ne bi to 
uradila. Zaokruţila sam broj 5 za odgovor (b) zato što skoro uvijek čitam novine ako imam vremena ujutro, 
dakle odgovor je jako vjerovatno. Zaokruţila sam broj 3 za odgovor (c) jer sam negdje pola pola, to jest, 
nekad bi bila razočarana što pada kiša a nekad ne bi zavisno o tome šta imam planirano. I zaokruţila sam 
broj 4 za odgovor (d) zato što bi se vjerovatno pitala zašto sam ustala tako rano. 
 
Molim nemojte preskakati nijedan odgovor, označite SVE odgovore. 
 
1. Napravio/la si planove da se naĎeš sa prijateljem/icom za ručak. U 5 sati, sjetiš se da si prešao/la 
prijatelja.  
 
   a) Pomislio/la bi: "Ja sam bezobziran/na."                 1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   b) Pomislio/la bi: "Ah, on/ona će razumjeti."            1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Pomislio/la bi da moraš mu/joj to nadoknaditi što je prije moguće.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   d) Pomislio/la bi: "Moj šef me je pomeo baš prije ručka."                   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
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2. Slomio/la si nešto na poslu i onda to sakrio/la. 
 
a) Pomislio/la bi: "Ovo me čini nervoznim/om.     1-------2------3------4------5 
         Trebam to ili popraviti ili naći nekoga da ga popravi.  Vjerovatno ne                  Jako vjerovatno  
              
   b)  Razmišljao/la bi da daš odkaz.          1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
     
   c) Pomislio/la bi: "Mnoge stvari se više ne prave kvalitetno."          1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
                   
   d) Pomislio/la bi: "Desilo se slučajno."              1-------2------3------4------5 
                     Vjerovatno Ne                  Jako vjerovatno               
 
 
3. Izašao/la si sa prijateljima jedne večeri i  osjećaš se naročito duhovito i privlačno. Partner/ica tvog 
najboljeg prijatelja/ice čini se da baš uživa u tvom društvu. 
 
a) Pomislio/la bi: "Trebao/la sam paziti kako se    1-------2------3------4------5 
moj/a najbolji/a prijatelj/ica osjećao/la.   Vjerovatno ne                  Jako vjerovatno               
 
   b) Osjećao/la bi se zadovoljan/na sa svojim izgledom i ličnošču.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
  
   c) Osjećao/la bi se zadovoljan/na jer sam ostavio/la tako dobar utisak.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   d) Pomislio/la bi da tvoj/a najbolji/a prijatelj/ica trebao/la  1-------2------3------4------5 
       posvetiti više paţnje svom/svojoj partneru/ici.   Vjerovatno ne                  Jako vjerovatno               
 
   e) Vjerovatno bi izbjegavao/la kontakt očima dugo vremena.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno   
 
 
 
4. Čekao/la si do zadnjeg trena da isplaniraš projekat na poslu i projekat je ispao loš. 
 
   a) Osjećao/la bi se nesposobnim/om.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
b) Pomislio/la bi: "Nikad nemam dovoljno sati u danu."    1-------2------3------4------5 
        Vjerovatno ne                  Jako vjerovatno 
 
c) Mislio/la bi: "Zasluţujem da mi se prigovori zbog lošeg  1-------2------3------4------5 
         upravljanja projektom.       Vjerovatno ne                  Jako vjerovatno               
 
   d)  Pomislio/la bi: "Sad je gotovo."                  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
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5. Napravio/la si grešku na poslu i saznao/la si da je tvoj kolega okrivljen za tu grešku. 
 
   a) Pomislio/la bi da se tvoj kolega ne dopada tvojem produzeću.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   b) Pomislio/la bi: "Ţivot je nepravedan."               1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                    
 
   c) Ušutio/la bi se i izbjegavao/la kolegu.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
   
   d) Osjećao/la bi se nezadovoljno i ţelio/la bi da ispraviš grešku.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
 
6.  Već nekoliko dana odgaĎaš neugodan telefonski poziv. U zadnjem trenu napraviš poziv i uspjevaš 
da manipulišeš razgovor tako da sve ispadne dobro.  
 
a) Pomislio/la bi: "Izgleda da sam više ubjedljiv/a nego što   1-------2------3------4------5 
         sam mislio/la.        Vjerovatno ne                  Jako vjerovatno               
 
   b)  Bilo bi ti krivo što si odgaĎao/la poziv toliko dugo.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Osjećao/la bi se kao kukavica.     1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                 
 
   d) Pomislio/la bi: "Uradio/la sam dobar posao."        1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                           
 
   e) Pomisio/la bi da ne bi trebalo da moraš da praviš pozive  1-------2------3------4------5 
       pod pritiskom.        Vjerovatno ne                  Jako vjerovatno    
 
          
 
7. Dok se igraš s loptom, baciš loptu i ona udari tvog prijatelja u lice. 
 
   a) Osjećao/la bi se neadekvantno pošto ne znaš ni da baciš loptu.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno  
              
   b) Pomislio/la bi moţda tvoj prijatelj treba da vjeţba hvatanje lopte.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Pomislio/la bi: "Desilo se slučajno."           1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                  
 
   d) Izvinuo/la bi se i potrudio/la da se prijatelj osjeća bolje.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno 
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8. Nedavno si se odselio/la iz porodične kuće i svi su ti bili od pomoći. Nekoliko puta si morao/la da 
posudiš pare, ali si ih vratio/la ćim si mogao/la. 
 
   a) Osjećao/la bi se nezrelo.        1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   b) Pomislio/la bi: "Zateklo me malo loše sreće."      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Uzvratio/la bi uslugu ćim bi mogao/la.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   d) Pomislio/la bi: "Ja sam osoba dostojna povjerenja."       1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                  
 
   e) Bio/la bi ponosan/na što si vratio/la svoje dugove.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                  
    
 
9. Voziš auto na cesti i udariš malu životinju. 
  
   a) Pomislio/la bi da ţivotinja nije trebala da bude na cesti.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   b) Pomislio/la bi: "Ja sam uţasan/na."            1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno   
                          
   c) Mislio/la bi: "Ah, desilo se slućajno."            1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                 
 
   d) Osjećao/la bi se loše što nisam obraćao/la više paţnje kako vozim.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
 
 
10. IzaĎeš sa ispita misleći da si uradio/la ispit jako dobro. Onda saznaš da si loše uradio/la ispit. 
 
   a) Pomislio/la bi: "Ah, to je samo jedan ispit."           1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                  
 
   b) Pomislio/la bi: "Profesor me ne voli."       1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Pomislio/la bi: "Trebao/la sam više učiti."        1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   d) Mislio/la bi da sam glup/a.       1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno   
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11. Ti i grupa tvojih kolega radite marljivo na projektu. Tvoj šef izabere tebe i da ti bonus zato što je 
projekat bio veoma uspješan. 
 
   a) Smatraš da je šef veoma bezobziran.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   b) Osjećao/la bi se izdvojeno i odvojen/a od svojih kolega.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   c) Osjećao/la bi da se tvoj trud isplatio.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                      
 
   d) Osjećao/la bi se sposobno i ponosno na sebe.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
   e) Osjećao/la bi da ne bi trebao/la prihvatiti bonus.     1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
  
 
12. Dok si vani sa grupom prijatelja, napraviš šalu na račun prijatelja koji nije tu. 
 
   a) Pomislis/la bi: "To je bila samo bezazlena šala."    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno               
 
b) Osjećao/la bi se bjedno…kao miš.        1-------2------3------4------5 
        Vjerovatno ne                  Jako vjerovatno               
 
c) Pomislio/la bi da je moţda taj prijatelj trebao da bude tu   1-------2------3------4------5 
         da se odbrani.       Vjerovatno ne                  Jako vjerovatno               
 
   d) Izvinuo/la bi se i spomenuo/la dobre strane te osobe.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno              
 
 
 
13. Napraviš veliku grešku na važnom projektu na poslu. Ljudi koji su ovisili o tebi i tvoj šef te 
kritikuju. 
 
a) Pomislio/la bi da je tvoj šef  trebao da bude jasniji o tome  1-------2------3------4------5 
         šta očekuje od tebe.       Vjerovatno Ne                  Jako vjerovatno               
 
   b) Osjećao/la bi potrebu da se sakriješ.      1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   c) Pomislio/la bi: "Trebao/la sam prepoznati problem i uraditi    1-------2------3------4------5 
       bolji posao."                         Vjerovatno ne                  Jako vjerovatno                             
 
   d) Pomislio/la bi: "Ah, niko nije savršen."         1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno     
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14. Dobrovoljno se ponudiš da pomogneš na lokalnoj Specijalnoj Olimpijadi za hendikepiranu djecu. 
Posao je ispao jako naporan i oduzima ti previše vremena. Razmišljaš ozbiljno da napustiš posao, ali 
onda vidiš kako su djeca sretna. 
 
   a) Osjećao/la bi se sebičan/na i smatrao/la bi da si u suštini ljen/a.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   b) Smatrao/la bi da si prinuĎen/a da radiš nešto što ne ţeliš.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   c) Pomislio/la bi: "Trebao/la bi biti briţan/na prema ljudima   1-------2------3------4------5 
        koji su manje sretni nego ja."             Vjerovatno ne                  Jako vjerovatno                             
 
   d) Osjećao/la bi se odlično jer si pomogao/la drugima.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   e) Osjećao/la bi se zadovoljno sam/a sa sobom     1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
 
15. Paziš prijeteljevog psa dok je on na odmoru i pas ti pobjegne.  
 
   a) Pomislio/la bi: "Jas am neodgovoran/na i nesposoban/na.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   b) Pomislio/la bi da tvoj prijatelj izgleda da ne pazi dobro svog  1-------2------3------4------5 
        psa, jer da ga pazi, pas ne bi tako pobjegao.   Vjerovatno Ne                  Jako vjerovatno                             
 
   c) Obećao/la bi da ćeš biti više paţljiv/a sljedeći put.    1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   d) Pomislio/la bi da tvoj prijatelj samo treba da nabavi novog psa.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
 
16. Odeš na zabavu kod svog kolege s posla i proliješ crno vino na njegov novi bež tepih, ali misliš da 
niko nije primjetio. 
 
   a) Pomislio/la bi da tvoj kolega je trebao da očekuje neku nezgodu 1-------2------3------4------5 
       na tako velikoj zabavi.      Vjerovatno ne                  Jako vjerovatno                             
 
   b) Ostao/la bi do kasno poslje zabave da pomogneš da se očisti mrlja.  1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   c) Poţelio/la bi da si bilo gdje drugo osim na toj zabavi.   1-------2------3------4------5 
                     Vjerovatno ne                  Jako vjerovatno                             
 
   d) Upitao/la bi se što je tvoj kolega odlučio da nudi crno vino  1-------2------3------4------5 
       kad ima svjetli tepih.      Vjerovatno Ne                  Jako vjerovatno                             
 
 
 
 
 
230 
 
WAS 
 
Koristeći skalu naznačenu ispod, molimo Vas izaberite broj koji označava koliko se slaţete ili 
ne slaţete sa svakom izjavom. Molim odgovarajte iskreno. Hvala.  
 
 
 Potpuno 
se ne 
slažem 
Umjereno 
se ne 
slažem 
Pomalo 
se ne 
slažem 
Pomalo 
se slažem 
Umjereno 
se slažem 
Potpuno 
se slažem 
1 . Nesreća najrjeĎe stigne pristojne i 
cjenjene ljude.  
1  2  3  4  5  6  
2 . Ljudi su po prirodi neljubazni i surovi. 
 
1  2  3  4  5  6  
3 . Loši dogaĎaji se deţavaju ljudima 
nasumice.  
1  2  3  4  5  6  
4 . Ljudska narav je uglavnom 
dobroćudna. 
 
1  2  3  4  5  6  
5 . Dobre stvari koje se dese na ovom 
svijetu količinski znatno nadmašuju loše.  
1  2  3  4  5  6  
6 . Tok našeg ţivota je uveliko 
predodreĎen slučajnošću. 
1  2  3  4  5  6  
7 . Ljudi uglavnom dobiju ono šta 
zasluţuju na ovom svijetu.  
1  2  3  4  5  6  
8 . Ja uglavnom mislim da nisam dobar/ a 
ni u čemu. 
1  2  3  4  5  6  
9 . Na svijetu ima više dobra nego zla.  
 
1  2  3  4  5  6  
10 . Ja sam uglavnom sretna ličnost.  
 
1  2  3  4  5  6  
11 . Ljudska nesreća je rezultat njihovih 
grešaka koje su napravili.  
1  2  3  4  5  6  
12 . Ljude ustvari nije briga šta se dešava 
s ostalim ljudima oko njih. 
1  2  3  4  5  6  
13 . Ja se obično ponašam na način koji 
mi omogućava da dostignem 
maksimalno dobre rezultate za mene. 
1  2  3  4  5  6  
14 . Ljudi će iskusiti dobru sreću ako su 
oni sami od sebe dobri. 
1  2  3  4  5  6  
15 . Ţivot je prepun neizvjesnosti koja je 
predodreĎena slučajnostima. 
1  2  3  4  5  6  
16 . Kad razmislim o sebi, smatram da 
imam puno sreće.  
1  2  3  4  5  6  
17 . Ja skoro uvijek se potrudim da 
izbjegnem da mi se dese loše stvari. 
1  2  3  4  5  6  
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 Potpuno 
se ne 
slažem 
Umjereno 
se ne 
slažem 
Pomalo 
se ne 
slažem 
Pomalo 
se slažem 
Umjereno 
se slažem 
Potpuno 
se slažem 
18 . Imam nisko mišljenje o sebi. 
 
1  2  3  4  5  6  
19 . Sve u svemu, dobri ljudi dobiju ono 
šta zasluţuju na ovom svijetu.  
1  2  3  4  5  6  
20 . Mi moţemo izbjeći da nam se dese 
loše stvari kroz naše akcije. 
1  2  3  4  5  6  
21 . O svrtajući se na moj ţivot, 
shvatio/ la sam da slučajni dogaĎaji su 
dobro ispali za mene.  
1  2  3  4  5  6  
22 . Ako ljudi poduzmu preventativne 
akcije, nesreća bi se većinom mogla 
izbjeći. 
1  2  3  4  5  6  
23 . Ja poduzimam akcije potrebne da 
zaštitim sebe protiv nesreće. 
1  2  3  4  5  6  
24 . Uopšte gledajući, moj ţivot je 
većinom kocka. 
1  2  3  4  5  6  
25 . Svijet je neiskvaren. 
 
1  2  3  4  5  6  
26 . Ljudi su uglavnom ljubazni i od 
pomoći. 
1  2  3  4  5  6  
27 . Ja se uglavnom ponašam tako da 
obezbjedim največe dobro za sebe.  
1  2  3  4  5  6  
28 . Ja sam vrlo zadovoljan/ na s tim 
kakva sam ja osoba. 
1  2  3  4  5  6  
29 . Kad se loše stvari dese, to je obično 
zato što ljudi nisu poduzeli potrebne 
akcije  da se zaštite. 
1  2  3  4  5  6  
30 . Ako se dobro zagledate, vidjet ćete 
da je svijet pun dobrote. 
1  2  3  4  5  6  
31 . Imam razlog da se sramim mog 
ličnog karaktera. 
1  2  3  4  5  6  
32 . Ja sam sretniji/ ja nego većina ljudi.  
 
1  2  3  4  5  6  
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COPE 
 
U ovom upitniku nas zanima kako ljudi reaguju kada su suočeni sa teškim ili stresnim dogaĎajima 
u njihovim ţivotima. Postoji dosta različitih načina suočavanja sa stresom. Ovaj upitnik Vas pita da 
naznačite šta ste Vi uglavnom radili i kako ste se osjećali kada ste bili suočeni sa stresom 
povezanim sa ratnim dogaĎajima. Očigledno, drugačiji dogaĎaji prouzrokuju drugačije reakcije, ali 
pokušajte da razmislite o tome šta ste Vi uglavnom radili kada ste bili suočeni sa ratnim 
dogaĎajima.  
 
Onda pokušajte odgovoriti na sljedeća pitanja tako što ćete za svako pitanje zaokruţiti jedan od 
ponuĎenih brojeva koji odgovara ponuĎenom opcijama (od ‘uglavnom to nisam radio/la’ do 
‘uglavnom sam to radio/la stalno’). Pokušajte da odgovorite svako pitanje neovisno o drugim 
pitanjima u ovom upitniku. Izaberite svoj odgovor promišljeno i što tačnije za Vas. Molimo da 
odgovorite svako pitanje. Nepostoje "tačni" ili "netačni" odgovori, izaberite odgovor koji je 
najtačniji za VAS – ne odgovor koji mislite da bi većina ljudi izabrala. Dakle, označite šta ste Vi 
obično radili da bi se suočili sa stresom vezanim za ratna iskustva. 
  
 Obično to 
nisam 
radio/la 
Obično 
sam to 
radio/la 
ponekad  
Obično 
sam to 
radio/la 
često 
Obično 
sam to 
radio/la 
stalno 
 1.  Trudio/la sam se da postanem bolja osoba 
kroz to iskustvo. 
1 2 3 4 
2.  Predavao/la sam se radu i drugim 
aktivnostima da ne razmišljam o tome. 
1 2 3 4 
3.  Uzrujavao/la sam se i iskazivao/la sam 
svoje osjećaje. 1 2 3 4 
4.  Pokušavao/la sam da dobijem savjet od 
nekoga o tome šta da uradim. 
1 2 3 4 
5.  UsredsreĎivao/la sam svu svoju snagu da 
uradim nešto povodom toga. 
1 2 3 4 
6.  Govorio/la sam sebi ―ovo nije stvarno." 
1 2 3 4 
7.  Stavljao/la sam svoje povjerenje u Boga. 
1 2 3 4 
8.  Smijao/la sam se toj situaciji. 
1 2 3 4 
9.  Priznao/la sam sebi da ne mogu ništa uraditi 
oko ove situacije i prestao/la sam pokušavati. 
1 2 3 4 
10.  Suzdrţavao sam se da ne uradim ništa 
prenaglo. 
1 2 3 4 
11.  Razgovarao/la sam o mojim osjećajima s 
drugim ljudima. 
1 2 3 4 
12.  Pio/la sam alkoholna pića ili uzimao/la 
droge da se osjećam bolje.  
1 2 3 4 
13.  Navikao/la sam se na to šta se dešavalo. 
1 2 3 4 
14.  Pričao/la sam s drugim ljudima da saznam 
što više o situaciji. 
1 2 3 4 
15.  Pazio/la sam da mi druge misli i aktivnosti 
ne skreće paţnju sa situacije. 
1 2 3 4 
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 Obično to 
nisam 
radio/la 
Obično 
sam to 
radio/la 
ponekad  
Obično 
sam to 
radio/la 
često 
Obično 
sam to 
radio/la 
stalno 
16.  Maštao/la sam o drugim stvarima. 
1 2 3 4 
17.  Uzrujavao/la sam se i bio/la sam svjesna 
situacije. 
1 2 3 4 
18.  Traţio/la sam pomoć od Boga. 
1 2 3 4 
19.  Napravio/la sam plan o tome šta da 
uradim. 
1 2 3 4 
20.  Šalio/la sam se na račun situacije. 
1 2 3 4 
21.  Prihvatio/la sam da se ovo desilo i da se ne 
moţe ništa promjeniti. 
1 2 3 4 
22.  OdgaĎao/la sam da išta uradim o tome dok 
situacija nedozvoli.  
1 2 3 4 
23.  Pokušao/la sam da pronaĎem emocijalnu 
podršku od prijatelja ili rodbine. 
1 2 3 4 
24.  Odustao/la sam od pokušavanja da 
dostignem svoje ciljeve. 
1 2 3 4 
25.  Poduzeo/la sam dodatne mjere da 
pokušam da razriješim situaciju. 
1 2 3 4 
26.  Pokušao/la sam da zaboravim situaciju na 
neko vrijeme pijući alkoholna pića ili 
uzimajući droge. 
1 2 3 4 
27.  Odbijao/la sam da vjerujem da se to 
stvarno desilo.  
1 2 3 4 
28.  Iskazivao/la sam svoje osjećaje. 
1 2 3 4 
29.  Pokušavao/la sam da vidim situaciju iz 
drugog ugla, da bi mi se činila pozitivnijom. 
1 2 3 4 
30.  Razgovarao/la sam s nekim ko moţe 
uraditi nešto konretno o tom problemu.  
1 2 3 4 
31.  Spavao/la sam više nego inače. 
1 2 3 4 
32.  Pokušavao/la sam da smislim strategijski 
šta da uradim.  
1 2 3 4 
33.  Koncentrirao/la sam se na riješavanje tog 
problema čak i ako sam malo zanemarljivao/la 
druge stvari.  
1 2 3 4 
34.  Pronalazio/la sam naklonost i 
razumljevanje od drugih ljudi. 
1 2 3 4 
35.  Pio/la sam alkoholna pića ili uzimao/la 
droge da bi manje mislio/la o tome.  
1 2 3 4 
36.  Šalio/la sam se o tome.  
1 2 3 4 
37.  Odustao/la sam od pokušaja da dobijem 
ono što ţelim. 
1 2 3 4 
38.  Traţio/la sam nešto dobro u onome šta se 
dešava. 
1 2 3 4 
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 Obično to 
nisam 
radio/la 
Obično 
sam to 
radio/la 
ponekad  
Obično 
sam to 
radio/la 
često 
Obično 
sam to 
radio/la 
stalno 
39.  Razmišljao/la sam o tome kako najbolje da 
postupim oko problema. 
1 2 3 4 
40.  Pravio/la sam se da se to ustvari ne dešava. 
1 2 3 4 
41.  Trudio/la sam se da ne pogoršam situaciju 
prenaglim reagovanjem.  
1 2 3 4 
42.  Jako bi se trudio/la da spriječim druge 
stvari da me ometaju u mom trudu da se 
suočim sa situacijom. 
1 2 3 4 
43.  Išao/la sam u kino ili sam gledao/la TV da 
mislim manje o tome. 
1 2 3 4 
44.  Prihvatao/la sam stvarnost i činjenicu da 
se to desiilo. 
1 2 3 4 
45.  Piato/la sam ljude, koji su imali slična 
iskstva mojima, šta su oni radili. 
1 2 3 4 
46.  Osjećao/la sam se emocijalno uzrijan/a i 
ćesto sam izraţavao/la svoje osjećaje. 
1 2 3 4 
47.  Poduzimao/la sam direktne akcije da 
riješim problem. 
1 2 3 4 
48.  Traţio/la sam utjehu u religiji. 
1 2 3 4 
49.  Tjerao/la sam sebe da pričekam da doĎe 
pravo vrijeme da se nešto uradi.  
1 2 3 4 
50.  Pravio/la sam šale na račun te situacije. 
1 2 3 4 
51.  Smanjivao/la sam uloţeni trud koji sam 
usmjerio/la prema riješavanju problema. 
1 2 3 4 
52.  Pričao/la sam sa drugim ljudima o tome 
kako se osjećam. 1 2 3 4 
53.  Pio/la sam alkoholna pića ili uzimao/la 
droge da lakše to prebrodim. 
1 2 3 4 
54.  Naučio/la sam da ţivim s tim. 
1 2 3 4 
55.  Stavljao/la sam na stranu druge aktivnosti 
kako bi se koncentrisao/la na  tu situaciju.  
1 2 3 4 
56.  Dobro sam razmislio/la kakve korake 
trebam da poduzmem. 
1 2 3 4 
57.  Ponašao/la sam se kao da se ništa nije ni 
desilo. 
1 2 3 4 
58.  Poduzimao/la sam sve što je potrebno, 
korak po korak. 1 2 3 4 
59.  Naučio/la sam nešto novo iz tog iskustva. 
1 2 3 4 
60.  Molio/la se Bogu više nego inače. 
1 2 3 4 
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PTGI 
 
Ovaj upitnik se odnosi na promjene koje ste doţivjeli od Aprila 1992. Molimo Vas da zaokruţivanjem 
jednog od ponuĎenih brojeva označite (na skali od nimalo do veoma jako) koliko jako ste doţivjeli odreĎene 
promjene tokom proteklih godina. Ne postoje tačni i netačni odgovori. Zanima nas samo vaše lično iskustvo. 
 
 
 Nimalo Malo Umjereno Jako Veoma  
Jako 
1. Moji ciljevi u ţivotu su se promijenili u 
odnosu na period prije rata. 
1 2 3 4 5 
2. Više cijenim moje ţivotne vrijednost u 
odnosu na period prije rata. 
1 2 3 4 5 
3. Razvio/la sam nove interese u odnosu na 
period prije rata. 
1 2 3 4 5 
4. Imam više samopouzdanja u odnosu na 
period prije rata.  
1 2 3 4 5 
5. Bolje razumijem duhovne sadrţaje u 
odnosu na period prije rata. 
1 2 3 4 5 
6. Znam da više mogu računati na druge 
ljude kada sam u nevolji nego prije rata.   
1 2 3 4 5 
7. Pronašao/la sam novi ţivotni put u odnosu 
na period prije rata. 
1 2 3 4 5 
8. Osjećam veću bliskost sa drugima u 
odnosu na period prije rata.. 
1 2 3 4 5 
9. Spremniji/ja sam da izraţavam svoje 
osjećaje u odnosu na period prije rata. 
1 2 3 4 5 
10. Znam da se bolje mogu nositi sa 
teškoćama u odnosu na period prije rata. 
1 2 3 4 5 
11. Mogu svoj ţivot učiniti boljim u odnosu 
na period prije rata. 
1 2 3 4 5 
12. Bolje prihvatam stvari onako kako se 
dogaĎaju nego prije rata. 
1 2 3 4 5 
13. Svaki novi dan cijenim više nego prije 
rata. 
1 2 3 4 5 
14. Imam nove prilike koje su prije rata bile 
nedostupne. 
1 2 3 4 5 
15. Više saosjećam sa drugima nego prije 
rata. 
1 2 3 4 5 
16. Trudim se da imam što bolje odnose sa 
drugima u odnosu na period prije rata. 
1 2 3 4 5 
17. Više nastojim promijeniti stvari, koje je 
potrebno mijenjati, nego prije rata. 
1 2 3 4 5 
18. Moja vjera u Boga jača je nego prije 
rata. 
1 2 3 4 5 
19. Otkrio/la sam da sam jači nego što sam 
mislio prije rata. 
1 2 3 4 5 
20. Od 1992 naučio/la sam mnogo o tome 
kako su ljudi divni. 
1 2 3 4 5 
21. Više priznajem nego prije rata da trebam 
druge ljude. 
1 2 3 4 5 
 
